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Glossary 
Adult children: Adults who have experienced childhood parental mental illness 
Attachment: One’s sense of belonging to another person  
Bipolar disorder: Changes in a person’s mood which they may find difficult to manage 
on a daily basis 
Carers: Individuals who have an informal, unpaid caring role for a person or family 
member with mental health concerns or illness 
Crisis period: A time of increased distress or need for additional support for a person, or 
their family, with mental health concerns or illness  
Cognitive behavioural therapy (CBT): Therapy offered by specialist trained health or 
social professionals which focuses on thoughts, feelings and behaviours 
Core beliefs: Beliefs of oneself 
Dehumanisation: A feeling or perception that someone is less of a person or offers less 
worth or value to society 
Emotional literacy: An individual’s awareness, knowledge of and management of 
emotions for themselves and or others  
Intra-familial stigma: People viewing members of their family within a negative 
stigmatising frame because they are an individual or a family member of someone 
with mental illness 
Medicalisation: The interpretation of a person’s wellbeing and presentation in a medical 
or biological frame 
Mental disorder: A person’s behaviour which is concerning or unsafe as a consequence 
of mental health related changes  
Mental health concerns or illness: A range of experiences possibly including changes 
in thoughts, perceptions, mood and/or behaviours 
Narrative: A story of one’s experiences  
Pathological: The positioning that something is wrong with the body  
Psycho-education: Education with a focus: on maintaining mental wellbeing; prevention 
of mental illness and mental health concerns and illnesses  
Psychodiagnostic label: A name or label linking a person to a particular mental illness 
or condition, which can be long lasting  
Psychopathology: The positioning that something is wrong with the mind  
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Psychosis: An experience of perception, thought or belief interpretation which is not or 
cannot be shared by others in the same manner  
Public stigma: A wider community negative sense or beliefs regarding mental health 
concerns or illness including rejection and degradation of an individual  
Recovery: A sense of positive change for the individual  
Schizophrenia: A group of experiences impacting on perception, thought and/or 
emotions 
Self efficacy: One’s own belief that they can undertake a skill or have capacity to 
achieve in a particular domain of life  
Self stigma: A person’s negative positioning of their own worth in society due to their 
individual experiences of mental health concerns or mental illness 
Social distancing: Removing oneself from physical or emotional connections to others  
Social inclusion: An individual’s involvement in daily activities and access to social 
systems. For example: housing, education, employment, family, friendship groups, 
hobbies and interests  
Social exclusion: A person’s very limited access to or exclusion from daily activities 
and/or access to social systems. For example: housing, education, employment, 
family, friendship groups, hobbies and interests. 
Stigma: Negative positioning and rejection of individuals who may be experiencing 
mental health illness / concerns 
Stress vulnerability model of mental illness: The threshold of stress a person is able to 
process before experiencing mental health changes, concerns or mental illness 
Trust: A person’s belief or emotional framing that they can rely on another to meet an 
area of their individual need or desire 
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Transcription Glossary 
“       ”          Direct quote from participant   
[        ]          Text substituted by author 
(        )          Text inserted by author 
……..           Text removed by the author  
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Abstract 
Literature summary 
There has been a growing international discourse regarding the experiences and needs of 
children living with a parent with mental illness. However, there remains a paucity of 
research and dialogue surrounding the experiences of adult children who have lived with 
childhood parental mental illness. The limited available research which considered adult 
children highlighted increased risks of anxiety, depression, suicide, and limited 
psychosocial functioning. Furthermore there is a limited discourse surrounding the adult 
child’s own parenting role. Qualitative research which invites adult children to construct 
their parenting narratives, (being parented and their own current parenting role) is 
unique.  
Methodology 
A social constructionist philosophy was adopted to underpin the study. A Partnership 
Framework for a Reflexive Narrative for Researcher and Participant was generated 
specially for this study. Participants were invited to meet with the researcher if they had 
experienced childhood parenting by a parent with a diagnosed mental illness and if they 
themselves, had not been diagnosed or treated for mental illness. During a metaphorical 
research space, the researcher met with individual participants to work in partnership to 
construct their narrative of being parented, alongside their own parenting role. A multi-
staged thematic analysis process was used thereafter. In addition, a chronological 
mapping of participant’s experiences highlighted important themes from childhood, the 
teenager period, adulthood, and subsequent adult children’s parenting journeys. 
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Findings 
The study findings identified four main themes and seven subthemes within the 
parenting narratives of adult children. The four themes were: living with fear and 
mistrust; living with stigma and secrecy; the loss of me and my parent and finding 
oneself - a journey of recovery. The findings demonstrated that children living with 
parental mental illness experienced fear and mistrust. For some participants, these 
feelings continued into adulthood. Negative social stigmas associated with mental illness 
generated a culture of familial secrecy. The burden of secrecy resulted in feelings of 
being overwhelmed, with a loss of sense of self. Adult children reflected they felt they 
had lost their own identity or were unsure of who they were as individual people. 
Alongside a loss of sense of self, parental dehumanisation from the perception of the 
adult children was common. Participants felt they had to find themselves or reinvent 
themselves in their late teens and early 20s, after a personal recognition that they were 
becoming or had become overwhelmed. They actively sought belonging to others. 
Becoming parents helped adult children to develop a sense of self, purpose and 
significant belonging to others. However, adult children acknowledged that they felt 
they had no internal sense of parenting. They created new frameworks of parenting, 
often in opposition to the parenting which they had themselves experienced.  
Discussion 
Families who experienced parental mental illness were subjected to long standing 
negative social stigmas. Stigmas created a culture of secrecy, compounding the child’s 
or adult child’s feelings of difference, isolation, fear and mistrust of others. Mistrust was 
evident within the parental and child relationship. While there was evidence of a 
changing, more positive sense of self for the adult child, the narratives suggested that 
parental dehumanisation, possibly as a result of intra-familial stigma by the adult child, 
is not a dynamic construct. Once the parent was dehumanised in the perception of the 
adult child, there was limited evidence of later positive change or repositioning. Intra-
familial stigma and child to parent dehumanisation presents a very complex interface. 
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Conclusions  
Much work is required to reduce the intensity of mental illness social stigmas. 
Innovative and targeted education for community members is important. Further 
research is needed to examine the role of intra-familial stigma and possible impacts on 
the parental and child or adult child relationship. Providing age appropriate information 
to all family members regarding mental illness will harbour a non-stigmatising, non-
demeaning dialogue which families can use openly. Assessing pre-existing 
conceptualisations about mental illness is critical, prior to psycho-education, to address 
familial social stigmas. This can help prevent loss of self, parental and child mistrust, 
and parental dehumanisation. A real sense of belonging to others, either with groups or 
individuals was important for adult children who had experienced childhood parental 
mental illness. 
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Thesis Overview 
This thesis is presented in eight main chapters. After an overarching abstract, Chapter 
One offers an Introduction to policy in relation to mental health and illness. Historical 
conceptualisations of mental illness are considered, alongside more recent positioning of 
client based care and recovery.  Familial experiences of mental illness and care are 
highlighted.  The position of the story narrator is provided at the end of the introductory 
chapter. Chapter Two offers the Literature Review which encapsulates the risks for 
children experiencing parental mental illness and highlights a risk based discourse for 
adults who have lived with childhood parental mental illness. A discussion of parenting 
pathology is followed by an innovative Dynamic Cycle of Familial Mental Illness.   
Chapter Three is a methodology chapter that presents the underpinning philosophy for 
the study. An ethos of partnership to create a reflexive narrative for researcher and 
participants is portrayed and the study design and invitation for study participation in a 
metaphorical research space are highlighted. The data analysis process and a discussion 
about the ethical implications and considerations are considered in detail to demonstrate 
study trustworthiness.    
Chapter Four introduces each of the individual participants as Story Characters. A 
short story of each participant presents some of their life experiences, alongside 
researcher observations from the research space to provide further context to their 
stories. Chapter Five, the first of two Findings chapters, highlights three main themes of 
living with fear and mistrust; living with stigma and secrecy and the loss of me and my 
parent. The second of the Findings chapters, Chapter Six, offers the main findings of a 
journey of recovery.  
Chapter Seven presents the Community Story, which is a discussion of the theoretical 
conceptualisations of the participants’ experiences.  Stigma, a continuum of trust and 
mistrust and the process of dehumanisation are discussed in detail in the community 
story. Chapter Eight presents the Conclusions, the study recommendations for 
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contemporary language and the roles of educationalists, health and social care 
professionals. Future research possibilities are presented in this final chapter to 
encourage continual knowledge development in relation to parental mental illness.  
14 
 
CHAPTER 1: INTRODUCTION 
The opening chapter of the thesis presents conceptualisations and philosophies of mental 
health and illness. The work will demonstrate that concepts of mental illness have, 
historically, been dynamic in nature and are socially constructed phenomena. The author 
will argue that a lack of, and application of a standardised definition for mental illness, 
results in unreliable prevalence data. This also generates concern about the accuracy of 
familial mental illness prevalence information. Changing philosophies of mental health, 
mental illness, familial mental illness and mental health care, adds further complexity to 
the international discourse surrounding mental illness. The work argues that while a 
philosophy of recovery and recovery orientated services continues to develop, a greater 
familial focus is needed within current mental health care. In order to offer 
trustworthiness within the study, the positioning of the author has been presented at the 
end of the introductory chapter.  
1.1  Concepts and Philosophies of Mental Health & Illness 
The concepts of mental health concerns and illness, and the underpinning philosophies 
of care and treatment are dynamic. Whilst reflecting on the history of mental illness, 
Foucault (1967) noted that at the end of the Middle Ages, the term of “madness” (p. 13) 
was utilised to undermine the social standing and reputation of individuals. He argued 
that rhetoric associated with madness, facilitated unambiguous social divide between 
“madness and insanity” (p. xiii). He recorded that individuals identified as “madmen” 
were often associated with the treatment of animals being “caged” (p. 73) and 
individuals were encouraged to consider themselves as “beasts” (p. 117). 
In more recent times, there has been a move towards a greater humanistic and recovery 
positioning for those experiencing mental illness (Australian Health Ministers Advisory 
Council, 2013; Barker, 2003). Yet, there remains ambiguity between differing 
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terminologies and discourse in relation to mental health and illness. References to 
mental health problems, mental disorders, mental ill health and mental illness are noted 
within health and social care professional texts, policy documents and research papers, 
yet with differing definitions, meanings and understandings. The concepts of mental 
health problems and mental illness were considered by the Commonwealth of Australia 
(2009a, 2009b). The differential appeared to be that a person with a mental health 
problem will demonstrate manifestations of “diminished cognitive, emotional and social 
abilities” but not in the severity and duration as a mental illness. They noted that a 
mental illness is a “clinically diagnosable disorder that significantly interferes with an 
individual’s cognitive, emotional or social abilities” (Commonwealth of Australia, 
2009a, p. 30). However, in contrast, The NSW Mental Health Act (NSW, Acts and 
Regulations, 2007), made provision for the care of those with “mental disorder and/or 
mental illness” (p. 4), offering evidence of conflicting and ambiguous use of 
terminology at national and state governmental level.  
Mental disorder made reference to a person’s behavioural change but does not highlight 
specific symptomology. Whereas mental illness is identified within the NSW Mental 
Health Act (NSW, Acts and Regulations, 2007) as present if a person experiences one or 
more symptoms of “delusions, hallucinations, serious disorder of thought form, severe 
disturbance of mood or sustained/repeated irrational behaviours” (p. 4). In addition, 
NSW Health (2008) used the terminology of mental illness and mental disorder 
interchangeably within the NSW Community Mental Health Strategy 2007 – 2012. This 
was also noted at international level within World Health Organisation (WHO, 2012) 
literature, where depression is noted as both an illness and mental disorder. The WHO 
also made reference to the presence of “abnormal thoughts, emotions and behaviours” in 
their conceptualisations of mental illness (p. 1). With this in mind, it is clear that 
manifestations of the divide of sanity and madness which Foucault (1967) made 
reference to, continue within the realms of normal and abnormal. Fundamentally, 
Foucault argued that the use of social language associated with mental illness, reinforced 
the notion of social control of those who displayed experiences of mental health 
concerns or illness. His work was supportive of earlier authors, Wolff (1952) and Reik 
(1952), who expressed concerns regarding the impact of mental illness labelling on 
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individuals, alongside the notion of difference and separation from others. Despite the 
work of Corrigan (2007) some fifty years later, a similar concern is noted regarding a 
clinical diagnosis of a mental illness with a positive correlation to social stigmas.  
The work of Repper and Perkins (2003) is interesting to consider given they are both 
mental health professionals and have fifteen years of personal experiences of mental 
illness. They highlighted that “being a mental patient means being devalued and 
excluded” (p. 15) and that individuals with mental illness experience concern when 
disclosing their illness, due to fear of rejection and societal exclusion. The concept of 
exclusion for those with mental health concerns and illness was a focus of Goffman’s 
(1961) work. Goffman highlighted the actual physical sense of exclusion, considering 
that those who were placed in ‘asylums’ were physically restricted from the wider 
society with the use of locked doors and fences. Interestingly, the Mental Health Act 
(2007), has continued to utilise the notions of “detention” (p. 2); “involuntary treatment” 
(p. 2) and “leave of absence from mental health facilities” (p. 3) for those with mental 
illness (NSW, Acts and Regulations, 2007), indicating that the concept of physical 
exclusion of those with mental illness remains.  
The concept of difference and stigma for those with mental illness is a major theme in 
government and other policy documents (Australian Health Ministers, 1998; 2003; 
Australian Infant, Child, Adolescent and Family Mental Health Association 
(AICAFMHA), 2004; Bennett, 2009; Commonwealth of Australia, 2009a; 2009b; Sane, 
2013). In 2005, the Australia Government commissioned a national consultation 
exercise with mental health consumers, carers and service providers. Twenty one 
consultation forums were undertaken with a sample group of 653 people. Several issues 
of concern were raised including mental health service configurations; service access for 
those experiencing acute mental health crises and the need for a greater recovery and 
strengths based ethos within those services. However, whilst the concept of reducing 
social stigmas and exclusion for those with mental illness was highlighted by the 
Government, only one consultation forum (Northern Territory) highlighted de-
stigmatisation as a particular possible area of development (Rickwood & Mitchell, 
2006). Yet in the earlier work by Barham and Hayward (1995), the concepts of stigma, 
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difference and labelling were identified as unsettling and disturbing by people who had a 
diagnosis of schizophrenia. One participant in their study reported feeling uneasy 
sharing his diagnosis of schizophrenia with others, as he feared people would 
demonstrate a lack of understanding and equate him with a “Jekell and Hyde 
personality” (p. 22). Another person wondered whether others would judge “this 
weakness inherent within me” (p. 21). Barham and Hayward argued that such statements 
are cause for concern, highlighting the notion that people view themselves not simply as 
living with a disorder or illness, but that they have somehow become the illness. This 
was further reinforced by Frank (1995). Given the conflicting findings within the works 
of Rickwood and Mitchell alongside Barham and Hayward, it leads one to question 
whether the associations between mental illness and negative discourse have become so 
woven, that people with mental illness expect or readily anticipate that they will be 
recipients of social stigmas.  
The complexities of social stigmas in relation to mental illness cannot be under 
estimated. Hasson-Ohayon et al. (2012) found a positive correlation between feelings of 
shame and stigma. Furthermore, Boyd, Adler, Otilingam and Peters (2014) noted a 
relationship between a person’s internalised or self-stigma, depression, reduced self-
esteem and greater intensity of symptoms of mental illness. This is of particular concern 
given findings of other research offered by Hasson-Ohayon, Levy, Kravetz, Vollanski-
Narkis and Roe (2011); Hasson-Ohayon et al. (2014) and Gaziel et al. (2015) who all 
identified that insight into one’s mental illness can indeed provoke greater self-stigma. 
Yet psycho-education to increase a person’s knowledge and understanding of mental 
illness, hence their individual insight, is a common theme of mental health practice 
(Harris, Williams & Bradshaw, 2002) particularly for children whose parents have a 
mental illness (Reupert et al. 2012). Given this, it seems that any psycho-education 
activities with individuals with mental illness must be accompanied with active self-
stigma reducing strategies.  
The Australian Health Ministers’ Advisory Council (AHMAC) (2013) drew links 
between mental health and illness discourse and social stigmas. They advocated for a 
“people-first language” in keeping with a recovery notion of mental health and illness. 
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They promoted discourse such as “mental health issues, challenges and emotional 
distress” to be “used in place of, and at times alongside, the term mental illness” (p. 5). 
Furthermore, they emphasized that people who experience mental illness can recover. 
Whilst the positive positioning of mental health offered can portray a greater message of 
“optimism and hope” (AHMAC, 2013, p. iv), it may lead to additional difficulties in 
understanding the prevalence of mental health issues or concerns, particularly those 
experienced by parents and within a familial context. 
1.2 Ambiguity Surrounding the Prevalence of Parental Mental 
Illness 
The concept of parental mental health concerns and mental illness generated much 
interest in health and social care literature. Work offered by Bassani, Padoin and 
Veldhuizen (2008) attempted to consider how many children may be affected using a 
combination of adult health surveys and national census data. Whilst their work 
highlighted that approximately 750,000 children in Canada experienced parental anxiety, 
mood disorder or substance misuse, there are some methodological issues to note. Their 
work considered only children under twelve years old. Their work acknowledged that a 
modified version of the World Psychiatric Health Composite International Diagnosis 
(WMH-CIDI) was generated to capture diagnostic data. However, the reliability and 
validity of the modified tool was not addressed. Furthermore, it is unclear as to whether 
the survey contained self-reported or practitioner measured experiences. Given the 
methodological issues highlighted, the estimate by Bassani et al (2008) that 15.6% of 
children experience parental mental illness, may be grossly underestimated.  
The work of Maybery, Reupert, Patrick, Goodyear and Crase (2009) and Maybery, 
Goodyear and Reupert (2012) noted that almost one quarter of all families in Australia 
will experience one parent with mental illness, with an estimation of one in five children 
living with childhood parental mental illness. It is thought provoking that a differing 
inclusion criteria to that utilised by Bassani et al. (2008) presented diverse parental 
mental illness prevalence. The statistics of 23.3% of children offered by Maybery et al. 
(2009), excluded those with substance misuse related mental conditions, therefore the 
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differentiation between the prevalence of parental mental illness could be greater. 
Similarly to Bassani et al., Maybery et al. (2009), conducted a community survey of 
families with children in the age range of 8 – 12 years old. They used the survey as one 
out of three components to generate prevalence data. Given the restricted age range of 
participants in the study by Maybery et al. (2009) it seems that the full extent or actual 
prevalence data of children and families experiencing parental mental illness remains 
largely unknown.  
In a second national survey of Australia, it was noted that “more than half of the women 
and one-quarter of men with psychotic disorders were parents”. This figure is thought to 
have increased since the first national survey of the parenting role of people 
experiencing psychosis (Campbell et al., 2012, p. 894). Ambiguity surrounding dynamic 
conceptualisations and discourse of mental health issues and illness can contribute to the 
difficulties in obtaining concise prevalence data regarding children’s experiences of 
parental mental illness. Furthermore, the conceptualisations of mental health, mental 
health concerns, issues, problems and mental illness, may in themselves, be a deterrent 
for people and families disclosing personal experiences and seeking the most appropriate 
care and support.  
1.3 Concepts and Philosophies of Mental Health Care 
The work of Barham and Hayward (1995) was supported by Repper and Perkins (2003) 
who argued that the dialogue surrounding the construction of mental health concerns and 
illness is frequently generated by professionals within the field of psychiatry. They 
reinforced the position that mental health care is founded upon “problem” (p. viii) based 
ideologies and that people are often viewed in the context of their diagnosis, as opposed 
to individuals. They articulated that there is often a large differential between the actual 
experiences of the people with mental illness and the accounts of the professionals 
involved in their care. It is interesting to compare the work of Repper and Perkins with 
that of earlier work offered by Laing (1960). Laing recognised that one can contemplate 
a person with mental illness either from a humanistic stance; simply as a physical 
“organism” (p. 22), or as a fragmented collection of symptoms. Interestingly, the ICD – 
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10 Classification of Mental and Behavioural Disorders (WHO, 1994) presented lists of 
symptoms, in order to diagnose mental illness, in a similar fashion to that identified in 
the more recent Diagnostic and Statistical Manual of Mental Disorders - 5 (DSM-5) 
(American Psychiatric Association, 2013).  
A physiological approach to mental health and illness was identified in other texts. In the 
Royal Australian and New Zealand College of Psychiatrists (RANZCP) (2005) 
information booklet for individuals experiencing mental illness, the biological 
interpretation of schizophrenia is provided in isolation. This is in direct contrast to other 
major works which have emphasised the Stress Vulnerability Model of Schizophrenia 
and the benefits of a normalising approach for symptoms and people’s experiences 
(Fowler, Garety & Kuipers, 1995; Harris et al., 2002; Nelson, 1997). The publication 
from the RANZCP clearly highlighted possible symptoms and experiences of 
schizophrenia in a negative frame, suggesting “something is wrong” (p. 7). In addition, a 
qualitative study undertaken by Mauritz and Van Meijel (2009) sought to research the 
issues of “loss and grief in patients with schizophrenia: on living in another world” (p. 
251). Further evidence of similar positioning was identified in more recent work offered 
by Richardson, Cobham, McDermott and Murray (2013). Richardson et al. (2013) 
considered loss and grief experienced by parents whose child or adolescent had been 
diagnosed with mental illness. One could argue that the aforementioned works have 
further emphasised negative notions of mental illness and separation from others in 
mainstream society. With this in mind, the concerns of Slade et al. (2009) can be 
identified when they claimed that there is evidence of a stigmatising ideation present 
within the mental health services themselves. Interestingly the work by Shattell, 
McAllister, Hogan and Thomas (2006), offered further reinforcement to that of Barham 
and Hayward (1995) when they suggested that individuals with mental ill health would 
like to be identified as “human beings, not as sick, mentally ill persons” (p. 237).  
The issue of semantics is pertinent when discussing the notion of care, treatment and 
prognosis for individuals with mental health issues or mental illness. In an information 
leaflet provided to individuals with mental illness and their families, Seeman et al. 
(1992) emphasised the absence of cure for schizophrenia and the palliation of any 
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treatment regimes. However, in contrast, The RANZCP (2005) information booklet 
highlighted the purpose of early interventions along with the efficiency of current 
treatments. The contrasting discourse about treatments further demonstrates the 
changing social constructs of mental health, mental illness, care and treatment.  
In 2005 the Australian Government commissioned a national consultation exercise with 
a main focus on the prevention of mental illness (Rickwood & Mitchell, 2006). 
Participants highlighted their concerns about the term “relapse prevention” as they 
believed it sent an undercurrent message of illness and disease. They voiced their 
preference for “staying well” related terminology (p. iii). Furthermore participants also 
commented on their concerns surrounding the concept of ‘recovery.’ They expressed 
their concerns that ‘recovery’ implies that the individual will return to their pre morbid 
state of health and functioning upon treatment. However, whilst the Commonwealth of 
Australia (2009a) have continued to utilise the expression of ‘recovery’, they have been 
mindful to articulate a definition which considered “changing ones attitudes, values, 
feelings, goals, skills and/or roles” (p. 31). This is further reinforced by AHMAC 
(2013). It is therefore evident that there may be a disparity in the person’s health and 
functioning pre, during and post experiences of mental health concerns and illness. 
While it seems there is an increasing discourse about the role of recovery in mental 
illness and the development of recovery based mental health practice, it is not universal, 
as yet within all mental health services (Courtney & Moulding, 2014). Therefore, it 
seems ambiguities remain surrounding conceptualisations of mental health care, 
treatments, prognosis and recovery, alongside confusing concepts and philosophies of 
mental health, mental health concerns, ill health and illness.  
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1.4 Reconceptualising Mental Illness and Care: A Familial 
Experience 
Recovery for those with mental illness is fundamentally based on a degree of ‘hope’ for 
their futures (Hendryx, Green, & Perrin, 2009) and the re-identification of ‘self’ 
(Fardella, 2008). Families and carers can contribute to the recovery of individuals with 
mental illness (Barrowclough & Tarrier, 1997). The Australian Health Ministers (2003) 
emphasised the contributions of family and carers to aid recovery of people with severe 
mental illness (Australian Health Ministers, 2003; Bennett, 2009; Commonwealth of 
Australia, 2009a; Council of Australian Governments (COAG), 2006; National Advisory 
Council on Mental Health, 2008; Rickwood & Mitchell, 2006; Slade et al., 2009). In 
2007 the Commonwealth Department of Health and Ageing commissioned the Private 
Mental Health Consumer Carer Network (PMHCCN) (2007) to undertake the 
‘Identifying the Carer Project’. The project examined the impact of caring for a person 
with mental illness and the methods by which ‘carers’ were identified by the health and 
social care services. The findings suggested that those who ‘care’ did not associate 
themselves with this particular terminology. They did not conceptualise themselves as 
‘carers’ and would only utilise the term if they were to attempt to access government 
funding. The PMHCCN (2007) recommended a change in dialogue which they believed 
would be of greater benefit in identifying those who care for others. They emphasised 
the term “Primary Support Person” (p. 42), yet they did not advocate for a changing 
ethos and reconfiguration within the mental health services which would consider a 
family orientated approach to care (AICAFMHA, 2005). 
The COAG (2006) used the terms ‘family’ and ‘carer’ interchangeably. Yet, despite the 
recommendations from The PMHCCN (Australia) (2007), the AHMAC (2013) 
continued to utilise the term ‘carer’. However COAG (2006), suggested that support for 
those caring for people with mental illness is a major theme in their plans for further 
service development, but did not highlight the needs and impact on family members who 
may not view themselves as providing substantial elements of ‘care’.  
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The report by The PMHCCN (2007) continued the theme of ‘relapse prevention 
planning’ for those with mental health concerns and illness. Yet, participants in work by 
Rickwood and Mitchell (2006) were clear that they felt this approach was unhelpful as it 
reinforced the notion of ‘illness’ as opposed to ‘recovery’. One could argue that by 
having to ‘care’ for another implies the notion of ‘illness’ for a loved one and may be 
generating greater distress for family and friends of those with mental illness. This may 
contribute to carers’ difficulties identifying themselves as carers, thereby reducing their 
own support seeking behaviours. This may explain the conceptualisation of the “hidden 
carer” as highlighted by New South Wales Health (2007a, p. 9). 
It was acknowledged by NSW Health (2007a) that ‘caring’ for relatives (excluding those 
in paid caring positions) with physical disorder or mental illness can offer personal and 
emotional rewards to the ‘carer’. However, NSW Health highlighted that for some 
people, the burden of ‘caring’ may result in adversity for their own health and social 
outcomes. Given that 11% of the Australian population are thought to be in a caring role 
(NSW Health, 2007a), it is imperative that this is an area of continuing research. 
However, the remit of future research should consider not simply those who declare a 
‘caring’ role, but in addition, examine the impact of mental health concerns and illness 
with a familial perspective in mind. Yet, conceptualisations of carers remain in other 
government strategy and health department papers (New South Wales Health, 2007b; 
NSW Government, 2014). 
The NSW Commission for Children and Young People (2008) articulated that childhood 
experiences and familial relationships can impact on the longer term health and social 
status of the child into adulthood. In 2007 the NSW Commission for Children and 
Young People, consulted with children and young people in Australia. Two hundred and 
sixty seven children and young people completed online surveys, along with several 
focus groups with a further 235 participants. The results highlighted that children and 
young people believed that “supportive and caring families underpin healthy lives” (p. 9) 
and recognised that “stress on parents and families can have a negative effect on 
relationships in the family and on children and young people’s health” (p. 10). The 
children reinforced the notion that families heightened their sense of “belonging” (p. 9). 
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Given this, it is imperative that the impact on children who care for or have a parent or 
parents with a mental illness be considered.  
The AICAFMHA (2004) highlighted four differing groups of children who live with at 
least one parent with a mental illness. The classifications were dependent on the 
individual needs of the child. They stated that there are children who either “appear well; 
appear to be resilient but in need of support; are vulnerable and in need of services and, 
finally, children who are vulnerable and in need of protection owing to risk of injury” (p. 
5). They reinforced the notion of the “spectrum of risk over the person’s lifetime” (p. 5). 
Whilst the work initially considered the life-long perspective, the principles and action 
areas recommended remain focused on the childhood period and neglected to consider 
the impact or needs of the children as they move into adulthood. 
A limited focus on the adult child’s experiences was identified in work offered by Bee, 
Berzins, Calam, Pryjmachuk and Abel (2013). Their study considered a stakeholder-led 
model for defining quality of life in children of parents with mental illness. They met 
with participants in either focus groups or on an individual basis. Academics, clinical 
health and social care professionals, voluntary agency representatives, parents and 
young people (aged 13-18 years old) who lived with a parent with mental illness were 
included in the study, but adult children who had lived with childhood parental mental 
illness were not noted as a main participant group. Yet, the adult child’s voice may add 
richness to considerations of this nature. 
The platform of ‘risk’ as a basis of work and evaluations must be considered. It could be 
argued that when people and their needs are classified in terms of ‘risk’, greater 
emphasis may be placed on those at ‘increased risk’ as opposed to due consideration of 
the whole population. This was identified in the work of Robinson, Rodgers and 
Butterworth (2008) when they reviewed data from a primary source offered by Maybery, 
Reupert, Patrick, Goodyear and Crase (2005a). They highlighted that “one quarter of 
children living with a parent who has a mental illness are in situations of moderate, high 
or extreme risk of future mental health problems themselves” (p. 8). It can be deemed 
from this information, that three quarters of children of parents with mental illness pose 
low or limited risk. Yet, no reference was made to this group despite representing the 
25 
majority number of participants. Furthermore, whilst the work acknowledged that one 
specific close relationship with a “spouse or parent” (p.11) can be a protective or 
resilient factor for the development of mental illness, it did not provide specific indictors 
for protective factors for children who had a parent with mental illness. With this in 
mind, it could be argued that it is important to consider research with children of those 
with mental illness who “appear well” (AICAFMHA, 2004, p. 5) in adulthood and 
without significant mental illness themselves, in order to examine protective and 
resilient factors. Given the view that the child-parent relationship and attachment is a 
primary contributor to both child and adult health and social outcomes (NSW Health, 
2003), it is, in addition, critical to consider the parenting experiences of adult children of 
parents with mental illness.  
In summary, this doctoral study utilised a qualitative approach to gather narratives of 
adult children who have lived experiences of childhood parental mental illness. The 
work focused on adult children’s experiences of being parented and their own 
subsequent parenting journeys. The role of the researcher is integral in any qualitative 
study which encourages individuals to construct narratives. Given this, a critical part of 
the study is to openly acknowledge the positioning of the researcher or story narrator.  
1.5 Positioning of the Narrator 
I am an English woman, with several brothers and sisters. I am married with children 
and my role as a mother has offered me many periods of delight. I position myself 
within the construct of my own family with my brothers and sisters, within my married 
family, and deeply desire to maintain a sense of belonging and family connectivity for 
my children. I started this study with a passion to ignite greater discourse and 
understanding about the experiences of those who have lived with childhood parental 
mental illness. I myself have experienced childhood familial mental illness. I was a 
young child when a social worker, ambulance and police arrived at our family home to 
remove a family member under the premise of the Mental Health Act. There were tears, 
hostility and horror, when we realised our loved one was being admitted to the ‘local nut 
house’; a term provided to us as children by the local community. I made many 
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childhood visits to the mental health hospital, visiting our family member. On occasions, 
I was an eleven year old child visiting alone and yet, still, doctors or nurses did not 
approach me to chat about what all this meant for me. As a child I told very few people 
about what was happening. Even today, I can recall the very few moments when I did 
try to explain or disclose to others outside of our family what had happened. It was four 
years after my connections to the mental health and social care professionals started, that 
a social worker informed me of a diagnostic label of schizophrenia for my family 
member.  
Currently I am a university nursing lecturer. I have twenty years of working experiences 
in mental health nursing roles within secure mental health units, community emergency 
and acute mental health services, as well as research and education. I very much aspire 
to a positive, preventative, early intervention, support and recovery notion of mental 
health. Finding ways to reduce a person’s distress directs my initial mental health 
interventions. I encapsulate mental health and mental health changes within systems of 
community, social and familial frameworks. Throughout my career as a clinician, I have 
been acutely aware of children as they have presented to mental health services with a 
parent. The look of fear and bewilderment on one little girl’s face in Accident and 
Emergency, after her mother’s third suicide attempt, remains with me. I made a point to 
chat with her to offer reassurances and to facilitate community support for her and her 
family. On another occasion, I hoped that two little girls would reflect back on their visit 
to a secure unit to see their mum, with a hint of the enjoyment we had tried to facilitate 
for them. 
I remember that experience and the feeling it generated for me as a child, of having to 
knock at a hospital ward door, to stand and wait for someone to unlock the door; having 
to wait for someone to declare that you could see your loved one; the feeling of sitting in 
a mental health unit, visiting a family member, just looking around and wondering what 
on earth we were doing there; the feeling of having to walk away at the end of a visit and 
to hear a lock turn behind you, with the absolute deepest sense of sadness. Not knowing 
what to do as a child to help. Not knowing who could help, but just hoping that someone 
or something could. Knowing that all you could do was just put your head down and 
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keep walking forward. I know that sadness was shared by my family member, who 
simply wanted to walk by my side, to make our way home together. But they had to 
wait, to sit in the hospital, with the same desperate hope that someone or something 
might make this better for us all.  
1.6 Summation 
Discourse and dialogue surrounding mental illness continue to be inconsistent. Varying 
terms and definitions of mental health concerns; mental ill health; mental illness; mental 
disorder and mental health problems are used by professionals and within common 
community language. Much of the discourse surrounding mental health concerns or 
illness is value loaded, dynamic and socially constructed. While the constructs and 
discourse are dynamic, there remains a long standing stigmatising positioning of people 
who experience mental illness. Stigmatisation and social exclusion have implications for 
the individual experiencing mental illness, as well as children and others within their 
family. Mental health care philosophies have contributed to a notion of difference with 
problem based approaches. Whilst conceptualisations of a recovery model for mental 
health concerns and illness are developing, there remains inconsistencies within 
recovery based practice and service provision in Australia.  
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CHAPTER 2: LITERATURE REVIEW 
The previous chapter provided insights into the social constructs of mental illness. In 
addition, the chapter detailed the changing philosophies of mental health care. The 
following section of the thesis presents research and literature associated with parental 
mental health concerns and illness, alongside the experiences of children and their 
transition into adulthood. Parenting capacity and skills-based literature are also 
presented, demonstrating parenting pathology-based research and discourse. Much of the 
literature throughout this chapter focuses on risks to the children who live, and adult 
children who have lived, with childhood parental mental illness, developing their own 
mental illness or health and social concerns.  
Literature search engines were used with key word searches to identify the main body of 
literature relating to adult children / offspring and their experiences / impact of parental 
mental illness. Search engines utilised were: Scopus; Psychinfo; Proquest; Pubmed; Web 
of Science; Cinahl with full text; Medline and Google Scholar. Included literature was 
initially limited to research published in English language between the years 1985 – 
2015. The thirty year time-frame for inclusion of studies meant that both seminal and 
contemporary works were captured. The search terms were used singularly and in 
combination using Boolean operators AND/OR and included: adult children; adult off 
spring; parental mental illness; parental depression; growth up children; parents with 
schizophrenia; chronic mental illness and parental mental disorder; parents with bipolar 
disorder. In addition, reference lists were searched to identify other possible related 
studies.  
2.1 Risks for a Child Who Experiences Parental Mental Health 
Concerns / Illness 
There is an acceptance in the work of Maybery et al. (2009) that parental mental illness 
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“has a negative impact upon children” (p. 23). To support this claim, Maybery et al. has 
utilised studies which span 10-20 years of Maybery’s own past work. None of the 
methodological approaches or limitations of these studies are considered prior to 
claiming support for such a wide ranging statement. An assumption was made in the 
work of Bassani et al. (2008) that parental mental illness and/or disorder will present 
“significant risk to the health and well-being of children” (p. 927). This assumption was 
evident in the body of literature suggestive that health outcomes are essentially negative 
for children of parents with mental illness. A recent report by Manning and Gregoire 
(2008) sought to consider the implications of parental mental illness on children. The 
work considered a spectrum of risk issues incorporating the genetic and heredity notion 
of mental illness and the antenatal conditions associated with risks of mental illness for 
the offspring. Furthermore, the paper highlighted the concept that “older offspring (at 
the age of parental diagnosis) of parents with schizophrenia are at increased risk of 
developing schizophrenia spectrum disorders, (including schizophrenia, schizotypal 
disorder and schizoid personality disorder)” (p. 8). No evidence or supporting research 
was provided to highlight this statement. However, there are other literature sources 
which suggested that psychopathology for the child can be linked to both genetic and 
experiential factors (Barkmann, Romer, Watson & Schulte-Markwort, 2007; Bifulco et 
al., 2002; Mowbray & Oyserman, 2003; Mufson, Nomura, & Warner, 2002; Tully, 
Iacono, & McGue, 2008; Wai Wan, Abel, & Green, 2008).  
A study that considered the mental health status, help-seeking behaviours and service 
use of children of parents with severe mental illness, reported that children present with 
2.5 times the “norm” higher prevalence rate of mental health problems (Cowling, Ernest, 
Luk, Mileshkin, & Birleson, 2004, p. 45). Whilst Cowling et al. acknowledged the work 
of Goodman (1997) to generate ‘norm’ results, the methodological approaches of 
establishing ‘norm’ results was not discussed in the original work offered by Goodman. 
Therefore, the validity and reliability of both Cowling et al’s (2004) and Goodman’s 
(1997) work, cannot be confirmed. 
Mason, Subedi, and Davies’ (2007) work sought to identify the prevalence and social 
demographic data of clients attending a public mental health agency. The findings 
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reflected that out of 350 clients with a diagnosis of depression, bipolar disorder, 
schizophrenia, schizotypal personality disorder and ‘other’, 149 had children. Only 2% 
of this group of parents did not have any custody of their children. The study highlighted 
that 60% of the 149 clients with children had co-morbidity of mental illness and 
substance abuse issues. However the authors did not clearly demonstrate the diagnostic 
criteria for substance abuse, and there is confusion regarding the diagnosis of those in 
the ‘other’ classification. This demonstrates the complexities of issues surrounding 
mental health issues and illness. Adding further reinforcement to the position that 
investigation of intergenerational risk of mental illness in isolation, may be 
unsubstantiated as other variables must and should be considered. This stance was 
supported by Mordoch and Hall (2002) who argued that medical and quantitative 
approaches to research examining parental mental illness, have often neglected to 
identify resilience, protective and preventative factors. They have explicitly highlighted 
the need for exploration of qualitative studies to identify children’s lived experiences. In 
addition, further data obtained from census results 2008 – 2011 in Australia, found that 
25 – 28% of clients within the adult mental health service were parents to children under 
17 years of age (Howe, Batchelor & Bochynska, 2012). Yet, there remains inconsistency 
in national service provisions and professional networking between specialist mental 
health services, to cater for the needs of children experiencing parental mental illness 
(Lauritzen, Reedtz, Van Doesum & Martinussen, 2015; Reupert & Maybery, 2014; 
Robson & Gingell, 2012).  
Mauritz and Van Meijel (2009) offered some stimulating reflections from their work 
with adults who had recently been diagnosed with schizophrenia. They generated 
qualitative data examining the loss and grief experiences associated with the diagnosis 
of mental illness of 10 people, aged between 21 and 38 years old with a mean illness 
duration of 3.45 years. Firstly, their findings suggested that those who experience 
schizophrenia are aware of feeling as if they "are living in another world" (p. 253), 
experience emotional shock and numbness, experience meaninglessness and the concept 
of 'self' noticeably changes. Withdrawal from social situations was a common response. 
All of the participants were receiving treatments within the mental health service, either 
as a day or outpatient programme, at the time of the study, and were all within child 
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bearing age range (Mauritz & Van Meijel, 2009). This raises concerns regarding the 
current effectiveness and strategies of mental health service treatment and psycho-
education programmes. If a parent with mental health concerns or illness experiences 
these emotions and cognitive frame, their children may also be affected with similar 
themes. While once again, it could be concluded that the social stigmas of mental illness 
may contribute a great deal to these responses, it seems that similar outcomes occur for 
all those experiencing mental illness, and their family members.  
Mello (2009) and Godress, Ozgul, Owen and Foley-Evans (2005) explored the parental 
grief of adult children who had been diagnosed with schizophrenia, schizo affective and 
bipolar disorders. The latter study included 71 parents, comprising of 62 mothers and 
nine fathers. While it is unclear how the gender and parenting role of the participants 
may have impacted on the findings, they demonstrated that a grief response was very 
common for all participants with an adult child with mental health concerns or illness. 
Furthermore, the results suggested that the degree and intensity of grief responses may 
reduce over time. In the study, those who had children diagnosed within the past year 
had significantly greater grief with a sliding reduction at years three and five since 
diagnosis. One must consider that the utilisation of time past since diagnosis does lead to 
some caution with the results, as an individual may have been experiencing mental 
health changes some time before actual service contact or diagnosis. However, the 
findings provided insights into some areas of need for service assistance and psycho- 
education within a frame of family orientated care. In support of this, Cowling and 
Garrett (2012) called for a greater emphasis on family centred care within community 
adult mental health services to help reduce childhood distress. Childhood distress was 
particularly identified at times of parental separation and hospitalisation.  
The issue of childhood isolation and separation from parents was identified in several 
qualitative studies (Maybery, Ling, Szakacs & Reupert, 2005b; Mordoch & Hall, 2008; 
Somers, 2007). Children in the latter study had felt increasingly anxious and distressed 
as a result of “not knowing” what was happening to their parents when they were 
separated, which had resulted in them formulating "unrealistic scenarios of death and 
dying" (p. 1131). The children were especially concerned about their ability to maintain 
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the parent and child relationship in the parents' absence. However, here lays an 
interesting dichotomy. Children reported finding the periods of separation from parents 
the most difficult, yet the work of Mordoch and Hall (2008) suggested that children 
"created distance from their parents by physically or mentally leaving the scene" as a 
coping mechanism (p. 1133). This notion of withdrawing was also previously 
acknowledged by Maybery et al. (2005b).  
A study undertaken by Somers (2007) found that despite finding hospital visits to their 
parent with mental ill health traumatic and distressing, children continued to visit. While 
there is consistency about the distress generated for children, the research base alluded 
to differing responses by children to deal with their distress. Yet, the children’s 
responses may be appropriate to their individual context. During hospital visits, children 
may witness parental behavioural changes as a result of symptomology. For example, a 
parent may be responding to auditory hallucinations or may be withdrawn with limited 
communication. In addition, some children may be more exposed to social stigmas of 
mental illness, than others. Furthermore, children may have received varying degrees of 
information. Some children may have received limited or no information from mental 
health services, and may also have differing social support structures. Clearly, with this 
in mind, distancing and isolation from a parent may be a child’s coping strategy in 
response to emotional distress. With reference to the work offered by Somers (2007), it 
may also lead one to conclude that children who experience parental mental health 
concerns or illness may internalise their distress, as a regular coping strategy. 
Internalisation of distress and longer term emotional blocking was identified by Brown 
(1989) in her work with adult children who had experienced childhood parental mental 
illness. 
Nathiel (2007) considered the impact on adult children who had experienced childhood 
parental mental illness. She made reference to a lack of information and understanding 
resulting in the internalisation of blame. She noted participants asking if they themselves 
were bad, as a major study finding. Foster’s (2006) work also found a theme of children 
self-questioning when one participant questioned “Who am I?” In the absence of 
information allowing children to reconceptualise parental experiences of mental health 
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concerns or symptoms of mental illness, children may internalise their concerns, which 
could be seen as a catalyst for the adult emotional blocking noted by Brown (1989).  
2.2 Risks for an Adult who has Experienced Childhood Parental 
Mental Illness  
The body of literature for the experiences of children centred around a risk-based 
conceptualisation. The focus on risk extends to the literature surrounding adults who 
have experienced childhood parental mental illness with research findings 
predominantly alluding to the adult child developing their own mental health concerns 
or illness.  
2.2.1 Risks Categorised by Parental Diagnosis 
There have been a multitude of studies which have sought to investigate adult children’s 
psychopathology dependent on parental diagnosis. Parental depression was reported to 
increase the severity of depression experienced by the individuals’ children (Timko, 
Cronkite, Swindle, Robinson & Moos, 2009). The duration of parental depression and 
the younger age of the child at parental illness onset have been associated with greater 
psychopathology for the adult child (Peisah, Brodaty, Luscombe & Anstey, 2005). A 
three generational study of depression concluded that anxiety is an early indicator of a 
depressive episode in adult children with parental mental illness (Weissman et al., 2005). 
A preceding study by Arbelle et al. (1997) examined the specific relationship between 
adult children’s formal thought disorder and parents with schizophrenia. Manjula and 
Raguram (2009) highlighted that adult children of those with schizophrenia 
demonstrated a “poorer self-concept compared to the control group ...... of normal 
parents” (p. 471). Furthermore they identified that children aged 10 years or more at the 
onset of parental mental illness had a reduced self-concept. It is thought provoking that 
the study offered by Manjula and Raguram regarding the age of the child at onset of 
parental mental illness can be identified as contradictory to that of Peisah et al. (2005). It 
does support the positioning that a focus on risk of intergenerational mental illness by 
parental diagnosis is insufficient. It could, in addition, be argued that examination of 
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mental illness utilising diagnosis as a main research indicator may not be helpful in 
reducing mental health concerns or mental illness related stigmas and social exclusion 
issues. Furthermore, other factors or variables such as the degree of information 
provided to children, social support structures or parental illness factors may be unseen 
contributors to the research findings. 
A particularly alarming finding surrounding parental mental illness was found in the 
work of Stenager and Qin (2008). They conducted a population based study in Denmark 
which included “4,142 suicide cases” aged 9 – 35 years old (p. 920). They suggested 
that a ratio of 3:1 males to females died as a result of suicide. For those whom familial 
mental ill health / illness was implicated, the highest risk element was associated with a 
female adult child whose mother had been diagnosed with schizophrenia. Additionally, 
for both male and female adult children, the risk of suicide was increased for a three year 
period after the mothers’ first mental health hospital admission. The period of high 
suicide risk was elongated for female adult children for 4 -10 years after the mothers’ 
first psychiatric admission. Assuming the concept of suicide is negligible for very young 
children, it is apparent that individuals up to 28 years old may be of greater risk of  
suicide, or attempts, as a result of maternal schizophrenia in particular. This may have 
very important implications for mental health clinical practice, given that the statistics 
for completed suicide among young people is indeed an area of concern (Australian 
Bureau of Statistics, 2008). However it should be noted that the study by Stenager and 
Qin excluded those above 35 years old. Therefore discussions regarding suicide risks 
must be treated with caution until further longitudinal results are available. Furthermore, 
the increased emphasis on the role of the mother in these studies must be highlighted in 
the context of Caton, Cournos, Felix and Wyatt’s (1998) work. They concluded that 23 
out of 39 people with mental illness in their study had children and most were indeed 
female single parents. Therefore all study results must be considered in the context of 
participant family composition. 
Quantitative work conducted in Denmark noted that where there is parental history of 
suicide, it is primarily adult children with no psychiatric hospital history who pose 
greater risk (Sorenson et al., 2009). Therefore it is evident that any future studies 
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concerned with parental mental illness must consider those who have no or limited 
mental health service history. Findings such as those offered by Sorenson et al. (2009) 
have reinforced the notion that the issue of parental mental illness cannot be considered 
by mental health services staff in isolation, but should be thought provoking for all 
primary care health, social care staff and all educational personnel.  
2.2.2 Risk of Reduced Psychosocial Functioning 
Stenager and Qin (2008) suggested that the female adult child of parents with mental 
illness may have an increased risk of depression and suicide. Furthermore, Brown 
(1989) highlighted the difficulties adult children may have with daily social risk taking. 
Brown continued to claim that adult children are reluctant to engage in social 
interactions due to possible further rejection and the individual experiencing further 
decline in self-confidence. This does generate concern, given social integration and 
support is thought to be advantageous in the recovery of depression (Beyond Blue, 
2012). Yet, if an adult child experiences concern in this area, one could envisage they 
could be more resistant to service engagement, care, treatment and hence, recovery. An 
individual’s capacity to experiment with anxiety provoking situations is a major theme 
within the Cognitive Behavioural Model for assessment and treatment of anxiety 
(Kazantzis, Deane, Ronan & L’Abate, 2005). With this in mind, given the established 
high co-morbidity between depression and anxiety, it could be argued that adult children 
may be at increasing risk of depression and anxiety, yet resistant to established forms 
and philosophies of current mental health engagement, care and treatment.  
Mowbray, Bybee, Oyserman, MacFarlane and Bowersox’s (2006) and Mowbray and 
Mowbray’s (2006) work focused on the social functioning and interpersonal experiences 
of adult children with parental mental illness. One study presented by Mowbray et al. 
sought to examine the psychosocial outcomes for adult children. They recruited women 
aged 18-55 years old who were using mental health services and who had caring roles 
for at least one minor child. The women were requested to provide social demographic 
data of any adult children. From this, the study concluded that “adult children .... 
experienced problematic functioning in several domains” and “one third of adult 
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children reportedly experienced psychological problems” and “it may be inferred that 
the adult children in this study had relationship problems” (Mowbray et al., 2006, p. 
105). Mowbray et al. made preliminary conclusions that adult children experience 
relationship difficulties. They have formed this view, given that at the time of the study, 
only one in nine adult children, with a mean age of 22 years old, was in a committed 
relationship, although 38% were parents themselves. This is in contrast to findings from 
other research offered by Mowbray and Mowbray, which demonstrated adult children do 
not significantly demonstrate relationship issues in comparison to a “normative sample” 
(p. 130). One must however identify that the study offered by Mowbray and Mowbray 
recruited mothers with depression and bipolar disorder, whereas Mowbray et al. 
incorporated individuals with schizophrenia or schizoaffective disorder. Given this, adult 
children of parents with schizophrenia may experience greater impact on interpersonal 
relationships.  
Mowbray et al. (2006) have continued to suggest that “rather than fleeing the family, 
more than 70% of adult children lived in close proximity to their mothers” (p. 105). 
Interestingly, they have not highlighted this as a possible extended caring role which 
may be a contributory factor to the relationship status as identified by Mowbray et al. 
(2006). Provocative dialogue such as “fleeing the home” (p. 105) utilised by Mowbray et 
al. is thought provoking. It could be argued that it is indicative of assumptions being 
made, that children and adult children who experience parental mental illness escape or 
leave at crisis point, rather than engage with a gradual cognitive reframing, which would 
be in keeping with a recovery model. Gradual cognitive reframing may better support 
the parental and child relationship.  
2.2.3 Risk of Relationships Difficulties 
Relationship concerns are highlighted by adult children themselves in qualitative studies 
(Oskouie, Zeighami & Joolaee, 2011). The adult children participants in the study 
offered by Oskouie et al. (2011) noted a changed focus within the relationships with 
their parents, other family members and friends. A study offered by Sved Williams 
(1998) concluded that adult daughters felt “hatred of self and their mothers” (p. 73). Her 
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study correlated clinical notes from a ten week closed psychotherapy group. Sved 
Williams reported that a group was held every two weeks in her own private 
psychotherapy consulting group. All of the women involved in the study were receiving 
individual psychotherapy as clients, prior to the commencement of the group. Two of the 
adult women who had experienced maternal mental illness, disclosed that they had, in 
addition, experienced childhood sexual assaults. Given this, it is difficult to assume that 
‘hatred’ referred to by Sved Williams, was a result of maternal mental illness in 
isolation. However, given the work is now fifteen years old, it did provide early 
professional dialogue and rich detailed information about the lived experiences of those 
growing up, having been parented by a person with mental health concerns or illness.  
In her work, Sved Williams (1998) alluded to the notion of long standing relationship 
difficulties for the adult child of parents with mental illness. This was identified as a 
central theme within the body of literature (Brown, 1989; Brown & Parker Roberts, 
2000; Camden–Pratt, 2006; Duncan & Browning, 2009; Foster, 2006; Knutsson-Medin, 
Edlund & Ramklint, 2007; Lancaster, 1993; Marsh, Appleby, Dickens, Owens and O 
Young, 1993a, Marsh et al., 1993b; LeClear O’Connell, 2008; Nathiel, 2007; Rose, 
Mallinson & Walton–Moss, 2002). Predominately the works made reference to a lack of 
emotional literacy, distorted perceptions of others, the unpredictable behaviours by the 
parent diagnosed with mental illness which can result in hyper-vigilance of others’ 
emotional states, and a development of mistrust of others. Lancaster’s (1993) 
phenomenological study highlighted that adult children were often confused about how 
their parents felt about them, contributing to relationship concerns and difficulties. The 
participants in Lancaster’s study conceptualised emotional states such as love and hate 
as separate, almost opposing entities in contrast to a range or continuum of emotional 
expression. The findings of Lancaster’s study (1993) further demonstrated the concerns 
for adult children’s emotional literacy.  
Some individuals noted that the perceived rejection from their parents had become so 
overwhelming that they had purposefully withdrawn from the relationship and emotional 
distancing had occurred, almost to protect oneself (Rose et al., 2002). A 19 year old 
male whose father had been experiencing depression stated “I didn’t feel like dealing 
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with him. I didn’t want him to be my father anymore” (Rose et al., 2002, p. 527). 
Another very powerful statement was expressed by a participant in a study conducted by 
Duncan and Browning (2009) who stated "I suppose it was exactly what I did with dad: I 
just had to shut down any emotions I had for dad, because it hurt so much" (p. 82). In 
contrast, the notion of parental absence due to illness was identified as troublesome for 
some. A sixty year old woman made reference to the notion that her mother “never had 
any input into my upbringing or anything. She was just somebody who was always just 
there but she had never had anything to do with me.” She suggested that “I never got to 
know her as a person. I never had a mother, so that’s really about the saddest bit” 
(Duncan & Browning, 2009, p. 80). The theme of parental absence was identified by 
another participant in the study by Duncan and Browning (p. 81) who made reference to 
his mother “in another world and you couldn’t get through to her. In a sense you don’t 
have a mother”. Additionally, a participant in another study highlighted “it was living 
hell at home. My sister and I were abandoned emotionally for many years ….. my needs 
were never important” (Marsh et al., 1993b, p. 18). Questioning of a parent’s feeling for 
the child and subsequent adult child, has been reported to generate a mistrust of others, 
including the parent with mental illness, and an intense fear of rejection during social 
interactions (LeClear O’Connell, 2008). One participant in the study conducted by 
LeClear O’Connell, commented that “in adulthood I have trouble with emotional trust, 
therefore with friendships, and this affects my current quality of life” (p. 93).  
Duncan and Browning's (2009) study highlighted the theme of relationship concerns 
within several differing contexts. They sought to consider adult attachment across a 
sample of children who were raised by parents with schizophrenia. Their qualitative 
study assumed that maternal schizophrenia would have an undesirable impact on the 
mother-infant communications and interactions. Moreover, their work examined if 
children whose parent had schizophrenia had less opportunity to develop a secure 
attachment. Their results demonstrated that a range of attachment issues can impact on 
inter-personal trust and intimacy. The work of Foster (2006) also resonates with this 
positioning. Her study generated narrative data, utilising an auto-ethnographic 
phenomenological design of the experiences of adult children of parents with mental 
illness. Ten participant stories generated four main themes. The themes were detailed as 
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‘being uncertain’; ‘struggling to connect’; ‘being responsible’ and ‘seeking balance’. 
Both studies offered by Foster (2006) and Duncan and Browning (2009) reinforce the 
complexities of establishing and maintaining relationships and inter-personal 
connectivity for adult children. 
The notion of relationship issues and mistrust for others has not been isolated to the 
adult child and parent or sibling relationships, but has been identified within intimate 
relationships. In Duncan and Browning's (2009) study, a man who had sustained married 
life for forty years stated he had a “constant underlying mistrust of people” (p. 81) and a 
woman commented “I just still feel very untrusting of what their agendas are” (p. 82). 
The concept of self-trust for the woman in her own abilities to choose an appropriate 
partner emerged. This would be in keeping with current thinking that anxiety is a result 
of an individual either over-estimating danger (Riskind, Williams, Gessner, Chrosniak & 
Cortina, 2000) or under-estimating one’s coping skills (Williams, 2003). Another 
woman in Duncan and Browning’s study disclosed how she had been very clear with her 
partner surrounding the issue of trust and had established clear boundaries at the 
commencement of the relationship. She recalled saying “don’t expect a hell of a lot of 
trust, and don’t expect much closeness, what you see is what you get, don’t try and 
change me” (Duncan & Browning, 2009, p. 83). 
From the studies of Riskind et al. (2000), Williams (2003) and Duncan and Browning 
(2009) it is clear that anticipated change can generate anxieties for adult children, which 
in turn may impact on possible help seeking behaviours. Furthermore due to a lack of 
trust for others, isolation may continue into adulthood. Therefore, the adult child may be 
less likely to gain confirmation of any trusting relationship. Additionally, the latter 
participant’s account in the work of Duncan and Browning (2009) can be seen as a need 
for personal control. The adult child required control of the situation herself and 
attempts to, in some way, control the respondent. Whilst not being identified as a 
specific theme within the qualitative literature concerning adult children of parents with 
mental illness (Duncan & Browning, 2009; Kinsella & Anderson, 1996; Knutsson-
Medin et al., 2007; LeClear O'Connell, 2008; Marsh et al., 1993a; 1993b; Rose et al., 
2002), the need for control, particularly within relationships, was identified within the 
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work of Brown (1989). 
2.2.4 Risk of Attachment Difficulties 
The grounding of relationship concerns noted for adult children with parents with mental 
illness has been conceptualised within the scholarly literature within the 'attachment' 
theory and positioning. In the main, references were made to the work of Bowlby who 
commenced development of the attachment theory in the late 1960s (Craig, 2004; 
Duncan & Browning, 2009; Foster, 2006; Hinnen, Sanderman & Sprangers, 2009; 
LeClear O'Connell, 2002; Nathiel, 2007). Whilst reflecting on the development of the 
attachment theory and its role in personality development, Bowlby (1988a) stated that 
“attachment theory regards the propensity to make intimate emotional bonds to 
particular individuals as a basic component of human nature, already present in germinal 
form in the neonate and continuing through adult life into old age” (p. 123). He 
continued to suggest that the “working models of self and attachment figure(s) that are 
built in the mind during childhood are held to be central features of personality 
functioning throughout life” (p. 123). His work adopted the notion of three main 
attachment patterns (secure attachment; anxious resistant attachment and anxious 
avoidant attachment) which was originally developed by Ainsworth (1971, in Bowlby, 
1988b). 
Whilst being widely considered within the Children of Parents with Mental Illness 
(COPMI) literature, Bowlby’s (1988b) work offered some challenging perspectives for 
children and adult children of parents with mental illness. Primarily, the work was 
developed utilising “childhood traumata” (Bowlby, 1988b, p. 26) therefore there is an 
assumption that parental mental illness automatically results in trauma. Yet, this had 
been previously disputed by Anthony and Cohler (1987) who made reference to the 
“invulnerable child” (p. ix). The work of Anthony and Cohler affirmed that some 
children seem to function very well within environments which could be considered 
adverse for healthy child development. Bowlby (1988b) reinforced the concept that 
attachments are formed within the first year of life and these will be influential on 
lifelong experiences. Yet, this has not accounted for children whose parents have not 
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experienced mental health concerns or illness during the child’s early life, but may have 
experienced alternations in functioning as a result of parental mental illness at a later 
stage. Additionally, one must question the degree of hope that this theory offered to 
adult children who may be experiencing relationship issues and seeking the possibility 
of future positive change for themselves. Given that those with the highest degree of 
attachment issues are the least likely to seek assistance, but are perhaps the most in need 
(Zilberstein & Messer, 2010), it is imperative that hope and the possibility of positive 
change is promoted.  
Bowlby (1988b) acknowledged that the attachment theory was developed from a child 
psychiatry and psychoanalytical basis. With this in mind, it is interesting to review the 
three main attachment patterns incorporating: secure attachment; anxious resistant 
attachment and anxious avoidant attachment. The concept of anxiety is noted in two of 
these. One could argue that it is restrictive to consider that all human relationship 
behaviours can be categorised into three main subsections. Furthermore, it raises the 
issue that parental and child relationships have been medicalised and pathologised. This 
may not be helpful for children, adult children nor parents with mental illness. This has 
been identified in literature offered by Otani, Suzuki, Shibuya, Matsumoto and Kamata, 
(2009) when they they refer to “pathogenic parents who are unresponsive to a child’s 
desire for care” (p. 938).  
Whilst the rhetoric can be questioned in the work of Hinnen et al. (2009) when they 
referred to parents as “dysfunctional” (p. 11), their study highlighted areas of possible 
discussion in relation to adult children. Their quantitative study requested 437 
participants to complete a battery of assessment measures ranging from parental rearing 
behaviours, childhood adversity measures, adult attachment measures and life 
satisfaction measures. Their conclusions demonstrated that those who were most 
insecurely attached had less satisfaction with themselves. In contrast, individuals who 
could describe a more settled childhood with less adversity, were more attached and had 
greater satisfaction with their lives, themselves and others. This added reinforcement to 
the findings of Sved Williams (1998), who suggested that adult daughters of mothers 
with mental illness had negative views of themselves, in addition to a similar negative 
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positioning of their mothers. Given this, it is paramount that a sense of hope and 
possibility of positive change be portrayed for children and adult children of parents who 
may be or have experienced parental mental health concerns or illness.  
2.3 Building Resilience and Hope for Recovery 
Somers’ (2007) work compared health and social outcomes of children with “well 
parents” to those children living with a parent with schizophrenia (p. 1319). Her study 
employed a mixed methods research approach. Semi structured interviews were 
undertaken with a sample of 37 children whose parents were diagnosed with 
schizophrenia,  and 37 children of parents without schizophrenia. Somers demonstrated 
that only 50% of the child participants had met the mental health staff caring for their 
parents. She highlighted that only one child from a sample group of thirty-seven 
individuals had been provided with an explanation of schizophrenia. Participants in her 
study were very clear that they wanted and needed greater education regarding their 
parents’ presentations. This highlighted the possible role of psycho-education for 
children who experience parental mental illness, in facilitating individual hope and 
recovery. 
Walton-Moss, Gerson and Rose (2005) considered the quality of life for families who 
experienced mental illness. Their qualitative study utilised semi structured interviews 
with family members and the person experiencing mental health concerns or illness. 
Twenty nine family members consisted of 13 parents, four spouses, eight adult siblings 
and four adult children. All families in the study either lived with or had at least weekly 
contact with the individual. Three main themes of family functioning and quality of life 
were noted. Those who were "hanging on" (p. 633) and considered themselves in 
frequent crises; families who were "stable" (p. 634) and no longer perceived themselves 
to be "consumed" by illness and latterly, families that were functioning and "doing well" 
(p. 636). People in the 'hanging on' families demonstrated hypervigilance to the 
symptoms of mental health concerns and believed that the relative’s condition "was 
something to be conquered rather than accepted" (p. 633). With this in mind, one could 
conclude that work such as that offered by Sved Williams (2009) which had an 
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underpinning educational philosophy for children and their families, is necessary to 
improve the degree of hope and could facilitate families moving from the hanging on 
stage to a greater acceptance and recovery notion of mental health and mental illness. 
The conceptualisation of 'hope' for children who experience parental mental illness was 
recognised as a theme in the work of Mordoch and Hall (2008). They gathered data 
about the experiences of 22 children, ages six to 16 years old, who were under the 
custodial care of their parents to some degree, and whose parents had a diagnosis of 
depression, schizophrenia or bipolar disorder. Their work offered some enlightening 
comments. Primarily one could identify 'hope' when one child made reference to "maybe 
I'll come up with something" (p. 1135). Yet, the child’s hope seems to be positioned 
within a heightened sense of his own personal responsibility to find a solution. Children 
taking on additional household roles and responsibilities, demonstrating signs of 
parentification, had been previously found by Maybery et al. (2005b). Given this, it may 
be that the level of hope a person has, is critical to the degree of coping, as opposed to 
the level of responsibility they actually have. Hope can also be seen as the fundamental 
change agent in the families noted in the study of Walton-Moss, et al. (2005). Those in 
the ‘hanging on’ stage may have greater hope than those in the ‘consumed’ group of 
families. This added further reinforcement to the need to promote the possibilities of 
future positive change. Furthermore, it strengthened the positioning for family based 
interventions which can enhance the hope of a family unit, as opposed to one individual. 
If one person has a sense of hope while the family unit does not, it may make 
maintenance of hope increasingly difficult, whereby a family with hope may help 
promote sustainable positive change and build greater resilience.  
Rutter’s (2007) research focused on resilience development. He presented resilience as 
"what individuals do in order to deal with the challenge they face" resulting in a person 
having a “relatively good outcome despite suffering risk experiences that would be 
expected to bring about serious sequelae" (p. 205). Rutter’s work was supported by other 
authors when drawing associations of children’s resilience with parental mental illness. 
There appears to have been assumptions within the literature that parental mental illness 
is predominately a negative experience for children, noting that resilience skills enable 
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them to live a fulfilling life with age appropriate health and social outcomes (Foster, 
O’Brien & McAllister, 2004; Fraser & Pakenham, 2008; Garmezy and Masten, 1986; 
Maybery et al., 2005b; McConnell Gladstone, Boydell & McKeever, 2006; Mordoch & 
Hall, 2002; Mowbray & Oyserman, 2003; Wai Wan et al., 2008). This offered support to 
the positioning that there has been, and continues to be, great emphasis on risk of the 
child or adult child developing mental health concerns or illness themselves. Moreover, 
the professional discourse surrounding parental mental health concerns and illness has, 
and continues to, pathologise family life. 
2.4 Parents with Mental Health Concerns and Illnesses: Pathological 
Parenting 
There has been a long standing debate regarding definitions, classifications, abilities, 
capacities and styles of parenting. Gottman (1997) sought to highlight specific parenting 
approaches which could encourage the development of an emotionally intelligent child. 
In Gottman’s study, parents were asked to rate their beliefs regarding their child’s 
emotional expressions and behaviours. Their results were scaled into just four major 
domains of parenting. Given the diversity of parents, children and parenting styles and 
the many other contributing factors, for example: family configurations, family 
communication patterns, supports, child or parental illness of any nature, it seems 
unlikely that parenting behaviours, styles and impacts can be determined into specific 
domains. Yet, it is clear in the work of Bowlby (1988b) when he referred to “successful 
parents” and “if they (the parents) fail” (p. 1), that there are socially constructed 
standards of parenting outcomes alongside classifications of parenting styles. This has 
been evident with reference to parenting for those who have mental health concerns or 
illness (Mowbray, Oyserman, Bybeem, and MacFalane, 2002). Mowbray et al. (2002) 
claimed that the parenting by people with a mental illness was often compared or viewed 
within a ‘normal’ context. Yet the very concept of ‘normal parenting’ is difficult to 
clarify. This was further demonstrated by Adelaide (1997) in highlighting the narrative 
of one mother with mental illness who revealed the following reassurances she had been 
offered by her child; “don’t worry, it’s OK, we love you, you’re the greatest, you are the 
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love of my life” (p. 49). The same woman added “I, on the other hand, do not understand 
a single zot about motherhood” (p. 49). Furthermore, a participant in Foster’s (2006) 
study reflected on her experiences with her mother who had mental illness, to suggest “it 
was really from a teenager onwards, I guess that I could see that mum use to go through 
these highs and lows, but before that, mum was just a good mum” (p. 149). Both 
Adelaide’s and Foster’s work raised two important considerations. In the first instance, 
one should question how the notions of ‘the greatest’; ‘brilliant’ and ‘good’ were 
constructed. Secondly, Adelaide made reference to the obvious dichotomy that there is 
no formal education or training for the parenting role, yet parenting outcome standards 
seem expected.  
Benjet, Azar and Kuersten-Hogan (2003) noted that parenting with a mental illness is 
often considered with reference to “parental fitness” (p. 238) as opposed to a strengths-
based model of parenting. Montgomery, Tompkins, Forchuk and French (2006) have 
expressed concerns that such an ethos can have dramatic implications. Their research 
considered the experiences of women with serious mental illness and their parenting 
roles. They concluded that mothering with a mental illness was often framed as a 
pathological problem by professionals. The participants in their study noted that they 
had made conscious decisions to ensure their children did not gain knowledge of their 
illness, due to fear of minimization of their parenting roles and with hope to protect their 
children. The study reported that the women “utilised masking, censoring speech ….. 
making the illness invisible to the children” (p. 24). Montgomery et al. continued to 
suggest that this approach could not be sustained for a long time. Hence mothers 
reported “hitting bottom” (p. 20). It is possible that the increased distress of attempting 
to protect their children can result in greater intensity in symptoms of mental illness for 
the parents, hence increasing the likelihood of a cyclical model of parental mental illness 
and possible child impact. This is of concern when considered alongside work by 
Cowling and Garrett (2012). 
Cowling and Garrett (2012) promoted a child - inclusive family intervention which 
could be utilised within a community adult mental health service. In their work, families, 
including grandparents were invited to meet as a family unit. They provided an example 
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of a family based meeting, where the grandparents sought to discuss their concerns 
about the parenting skills of two parents diagnosed with schizophrenia. A similar ability 
and capacity focus on parenting was noted, by both extended family members and 
professional staff (Montgomery et al., 2006). Given this, it is feasible that parents with 
mental illness may worry about a pathological framing of their own parenting skills, 
therefore disengage with family members, subsequently, further isolating themselves 
and their children from relevant supports. Montgomery et al’s (2006) work was 
supportive of Bassett, Lampe and Lloyd’s (1999) earlier qualitative work, which noted 
that parents placed high importance on the relationship with their children and had great 
fears about the possible removal or limited contact with them. Given a possible 
association between increased parenting stress and a reduction in the parent to child 
warmth (Kahng, Oyserman, Bybee & Mowbray, 2008; Williford, Calkins & Keane, 
2007), it is imperative that the interface between stress, mental health experiences and 
parenting be considered.  
In a UK study, parents who were diagnosed with a mental illness framed the emphasis of 
parenting ability, capability and pathological positioning as discrimination (Jeffery et al. 
2013). Jeffery et al. completed a telephone survey with 2026 individuals who were using 
community mental health services. 304 of the study participants reported their 
experiences of discrimination, with particular reference to either starting a family or 
their parenting roles. Ten themes were identified in the study: including their perceptions 
that they were seen as an unfit parent; restrictions on them having contact or seeing their 
children; limited access to support they felt they needed; feeling they were not being 
listened to and that they felt undermined as a parent. All of these factors could be seen as 
altering the self-identity of parents who are experiencing mental health concerns or 
illness.  
In a grounded theory study, Milliken and Northcott (2003) redefined parental identity. 
They interviewed parents of adult children with mental illness and concluded that during 
the period of illness, parents are "disenfranchised" (p. 104) within their caring role. With 
this in mind, it is argued that parents with a mental illness may also become 
disenfranchised from their role and relationships with their children and in the longer 
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term, adult children. Given this, A Dynamic Cycle of Familial Mental Illness, (Figure 1) 
was designed.  
The Dynamic Cycle of Familial Mental Illness was designed synthesising literature and 
research findings from a number of different disciplines and drawn together explicitly 
for this study. The parent’s mental health experiences may impact on the child or adult 
child and the child may respond with emotional blocking. A parent could articulate this 
as becoming further disenfranchised from their parenting role, which could result in 
increased distress for the parent. Given the premise that stress is associated with 
symptomology of mental illness within the Stress Vulnerability Model (Nelson, 1997), 
there may be a greater possibility of a parent’s symptoms of mental illness. This in turn, 
could lead to potential greater distress for both children and adult children. Therefore, it 
could be postulated that distress for the parent may increase once the child reaches 
adulthood, given they may have increased resources to physically create a distance, in 
addition to emotional distancing from their parents.  
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Figure 1: A Dynamic Cycle of Familial Mental Illness 
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It is worthy to note that distress associated with familial mental illness may not be 
unique for the adult child. A parent who has experiences of mental health concerns or 
mental illness, may experience negative social stigmas and emotional withdrawing of a 
child, resulting in high distress. Such intensity of distress may have a negative impact on 
individual recovery. Furthermore, a parent with mental illness may have declined 
hospitalisation due to the fear of separation from their children, which may indeed, 
increase the likelihood of the implementation of the Mental Health Act (NSW, Acts and 
Regulations, 2007), for enforced hospital assessment and treatment. One woman made 
reference to this when she disclosed "the greatest pain I've been through, drugs, prison, 
psychiatric clinics etc, was the loss of my children" (Savvidou, Bozikas, Hatzigelki & 
Karavates, 2003, p. 397). Whilst it is not known whether this woman made reference to 
a longer term absence of her children, it highlighted the impact of separation for the 
person with mental illness, in addition to all those in the family unit.  
One could argue that the social constructs of parenting have fuelled a pathologised base 
to the parenting roles for those with mental illness. Such positioning can increase levels 
of distress within a familial unit. Fathers in Reupert and Maybery (2009) expressed 
concern that there is an "overemphasis on pathology" (p. 65) once a diagnosis of mental 
illness is made. They believe that distress is often associated with an offer for increased 
medication resulting in reluctance to express distress and a reduction in help seeking. 
Findings suggestive of a pathological base to parenting is not unique to the work of 
Reupert and Maybery, but has also been identified elsewhere. Morgan, Brugha, Fryers 
and Stewart-Brown (2012) sought to examine parental and child relational impact on 
adult mental health status. In their work, they highlighted a continuum of parenting 
including abusive, neglectful, and less severe problems with parenting. This is 
interesting in light of the positioning by Kendler, Sham and MacLean (1997) who 
argued that a pathological model of mental illness neglects to view parenting as a 
“complex multi determined set of behaviours influenced by personality, 
psychopathology, values and marital quality, child characteristics and sociological 
factors such as religious and educational status” (Kendler et al., 1997, p. 549). 
The pathological framing of parenting with a mental illness can be identified alongside a 
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social comparative model, where the behaviours of adolescents of mothers with 
depression are compared to mothers without depression. In particular, anxiety 
depression and care giving experiences of the adolescents, were considered in research 
conducted by Champion et al. (2009). It was highlighted at a previous stage in this thesis 
that people with a mental illness are seen to be different to others within society, and 
individuals experience stigma with exclusion. Making comparisons of their parenting 
outcomes and the experiences of their children with mothers who do have a diagnosis of 
mental illness, can be seen to be heightening their sense of difference and diminishing 
the quality and richness of their parental and child relationships. This was further 
supported by Benders-Hadi, Barber and Alexander (2012), who argued that often a 
woman’s role as a mother can be completely neglected by mental health service systems. 
This is despite parenting being recognised as a major component of the construct of self-
identity (Campbell et al, 2012). This positioning was supported by Fudge, Falkov, 
Kowalwnko and Robinson (2004) who expressed the view that all health staff, 
particularly psychiatrists working with adults with mental illness, must offer greater 
focus on the individuals’ parenting roles and the family unit. 
There have been calls for parenting skills programs which aim to target parents with 
mental illness (Craig, 2004; Phelan, Lee, Howe & Walter, 2006). However, given the 
complexities of other contributory factors such as: the role of the child, ‘dysfunctional’ 
parenting and attachment, it is evident that parenting groups in isolation may not be a 
longer term strategy to help families experiencing mental illness (Kendler et al., 1997; 
Oldehinkel, Veestra, Ormel, de Winter & Verhulst, 2006; McGinn, Cukor & Sanderson, 
2005; Yoo, Kim, Shin, Cho & Hong, 2006). This was further supported by a study by 
Guion and Mrug (2012) who considered both parental and adolescent factors in the 
adjustment of adolescents who were experiencing chronic illness. Their work established 
“parents’ optimistic attributions were associated with fewer adolescent internalizing and 
externalizing problems” but the effects were noted to be “partly mediated by adolescent 
attributions” (p. 262). Guion and Mrug (2012), therefore called for programmes which 
target both parental and adolescent interventions, renewing a call for family-based 
mental health models of care and service configuration, encapsulating both parent and 
child involvement. Owen (2008) had made such recommendations at an earlier date, 
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seeking national consistency between service ethos of familial perspectives and 
recovery.  
The depth of knowledge surrounding adult children who have experienced parental 
mental illness has increased in recent years. However, there remains little development 
in the literature regarding the adult child’s experiences of being parented and their 
parenting of the next generation. The limited comments that are offered of the adult 
children’s parenting roles are positioned within a negative stance. Sved Williams (1998) 
made reference to one adult child participant describing her own children’s social 
functioning and difficulties. Sved Williams concluded that “the group work appears too 
late to have had positive effects for AB’s teenage daughters and CD’s son” and “too late 
for some of the children of adult children” (p. 78). One person in Lancaster’s (1993) 
study noted her views that her childhood experiences had impacted on her parenting 
approaches with her own children. The participant commented that she felt “over 
protective” of her children (p. 102) with her positioning of an unhealthy dependence on 
them. Furthermore, if one commits to study findings which demonstrated adult children 
have difficulties with interpersonal relationships, often resulting in social isolation 
(Brown, 1989; Brown & Parker Roberts, 2000; Camden–Pratt, 2006; Duncan & 
Browning, 2009; Foster, 2006; Knutsson-Medin et al., 2007; Lancaster, 1993; LeClear 
O’Connell, 2008; Marsh et al, 1993a & 1993b; Nathiel, 2007; Rose et al., 2002), then it 
is imperative that a knowledge base is established which highlights implications for the 
next and future generations.  
2.5 Summation 
The literature review for this thesis has demonstrated that several quantitative studies 
have focused on the intergenerational heredity nature of mental illness. This approach 
has in recent years, been married with further quantitative studies which have considered 
the ‘risks’ to children whose parents have mental illness, of themselves, developing 
illness. While there is an increasing amount of research being conducted in this area, 
findings continue to be contradictory. There is a thought that parental mental illness has 
negative implications for the health and social functioning of children. Yet, some 
52 
authors have acknowledged a number of children who have developed resilience despite 
what they considered the adversity of parental mental illness. There is a limited quantity 
of studies which have sought to extrapolate the longer term implications of parental 
mental illness. Yet, there is an acknowledgment within the professional discourse that 
adult children may have difficulties with interpersonal relationships, altered cognitive 
perceptions of others, experience depression and anxiety, along with a reduced self-
esteem.  
Few studies have considered any positive experiences for a child or adult child’s 
developments, as a consequence of parental mental illness. Moreover, there has been an 
absence of positioning the child and adult child within the family unit, with 
consideration of a cyclic approach to familial mental illness. Yet, it is recognised that 
early life experiences can impact on later cognitive framing. With this in mind it is 
argued that the adult lived experiences of parental mental illness must be conceptualised 
within their parenting roles to recognise familial mental illness within its widest scope.  
Subsequently, the aim of this study is to work in partnership with adult children to 
construct their narratives of both, being parented by a parent with mental health 
concerns or mental illness and their own parenting roles. The following chapter will 
present the underpinning philosophies of the study, alongside the methodological 
approaches. A Partnership Framework for a Reflexive Narrative for Researcher and 
Participant will be presented as the guiding process for the design, invitation to share a 
research space and building an adult children’s community story.  
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CHAPTER 3: METHODOLOGY 
This chapter positions the underpinning philosophical framework for the study within a 
social constructionist approach. The ontological and epistemological approaches are 
presented and a detailed account of study methodology is offered. A five staged 
Partnership Framework for a Reflexive Narrative for Researcher and Participant was 
developed specially for this doctorate study to guide the methodological journey. The 
core principles of the Partnership Framework related to the notions of: continual 
researcher reflexivity; potential participant reflexivity and reciprocal human sharing with 
an ethos of partnership within a metaphorical research space to generate a story or 
narrative of experiences. Each stage of the Framework will be presented here-on-in, 
alongside ethical considerations and study trustworthiness. Formal ethics approval was 
gained from the University of Western Sydney Human Research Ethics Committee, 
(Approval Number: H8924, Appendix 1).  
3.1 Ontology and epistemology 
The philosophical assumptions of one’s ontological and epistemological approaches 
generate the research paradigm and inquiry lens (Goodrick, 2010). The existence of truth 
and the nature of knowledge are positioned as critical to a study design. This thesis has 
been informed by the work of Burr (2003) who argued that truth, reality and knowledge 
are “products not of objective observation of the world, but of social processes and 
interactions in which people are constantly engaged in, with each other” (p. 5). In 
essence, she identified that the concept of the world and underpinning knowledge base is 
constructed between people. She suggested that language and dialogue constructs 
knowledge and the “associated social phenomena” (p. 8). With this in mind, this work is 
informed by an understanding that knowledge is constructed by human interaction, and 
sought to contribute to a developing discourse about the experiences of adult children 
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who have experienced childhood parental mental illness. Given this, and in keeping with 
the notion that knowledge is constructed between people, direct contact between myself 
as the doctoral investigator, and adult children participants, was positioned as an 
important methodological factor to establish their values and interpretations of 
experiences. The Partnership Framework for a Reflexive Narrative for Researcher and 
Participant, has further developed and extended the work of Burr (2003), by arguing that 
new knowledge is created not simply by human interaction, but within an ethos of 
reflexivity and partnership. Stories and narratives offer a way to develop and share new 
knowledge. Polkinghorne (1988) considered narrative as “a cognitive process that 
organises human behaviours” (p. 1) while making reference to a “structure of language 
understanding and meaningful interpretation” (p. 3). For the purpose of this thesis, the 
terms ‘story’ and ‘narratives’ are used interchangeably as previously acknowledged by 
Polkinghorne (1988) and East, Jackson, O’Brien and Peters (2010).  
3.2 Introducing the Partnership Framework 
The Partnership Framework (Figure 2) consists of five stages which can be paralleled to 
a traditional research process. 
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Figure 2: Partnership Framework for a Reflexive Narrative for Researcher 
and Participant 
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Within the Framework, stage one relates to study design and researcher reflexivity. 
Stage two considers participant recruitment. Stage two is conceptualised as an invitation 
to participants to share a researcher-participant partnership within a metaphorical 
research space. In addition, the notion of an anticipatory relationship for both researcher 
and study participant is highlighted as an important feature of this stage, as both parties 
forecast what may happen, and how it may occur in the approaching researcher and 
participant meeting. Stage three of the Partnership Framework notes a researcher and 
participant partnership meeting within a metaphorical research space to share and 
construct the participant’s journey. During stage three, the Partnership Framework 
recognises the participant and researcher working as partners, with the participant as a 
narrator of their story and the researcher as a potential co-narrator. Stage four involves 
the researcher using analytical processes to build a community story. The researcher 
draws together individual participant stories to formulate a community story. Given this, 
the Partnership Framework re-positions the researcher at this stage of research, as a 
narrator of the community story. The final element of the Framework, stage five, has 
advocated for dissemination of study findings, with the researcher respectfully sharing 
the community story with others. Each stage of the Framework, with the core principles 
of reflexivity and partnership, alongside the methodological processes are now 
presented. 
3.2.1 Stage one: Study design and researcher reflections  
Researcher reflexivity is integral in the study design phase (particularly those with 
narrative design) to develop an authentic researcher and participant partnership within 
the research process. Previous literature called for researchers to openly acknowledge 
and explore areas of possible subjectivity within their work (Carroll, 2009; Lyle, 2009). 
There has been debate encapsulating concerns regarding researcher insider or outsider-
ness, for fears of data influence (Le Gallais, 2008). However rather than contemplate an 
‘insider’ positioning as a threat to research rigour, the Partnership Framework highlights 
researcher ‘insider-ness’ as a sharing of human interaction and interpersonal giving 
within the research process.  
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Insider-ness can commence during the early research conception and design processes. 
A researcher may have pre-existing personal and/or professional experiences of the 
research subject matter which may direct the underpinning philosophy of a research 
project. For this particular study, I am the researcher and a specialist mental health nurse 
with professional experience working with people with mental health concerns / illness 
and their families. I have also had experiences of living with a family member with 
mental illness. My personal and professional experiences were major catalysts for the 
conception and design of this research project. Given these factors, I argue that 
researcher insider-ness can occur from the very early stages of research conception; 
therefore prompting a need for continual researcher reflexivity, prior to research design 
up to the time of study completion and dissemination of results. Researchers engaging in 
reflexivity from the earliest conception of the research can encourage and facilitate 
researcher change and development (Lyle, 2009).  
In order to exercise a reflexive approach during the design phase, I reflected in detail on 
my personal experiences and perspectives. I took private time to reflect on my 
motivations for the study and the methodology I envisaged. I digitally recorded and 
transcribed my own story and experiences of familial mental illness prior to meeting 
participants. I studied the transcript in detail to identify the themes and reflected further 
about them. I acknowledged my passion to facilitate a space and time for participants to 
have a voice and to have their voices heard. I also spent some time reflecting on my 
professional experiences, noting the people and their stories that had personally touched 
me and why. I was drawn to recall my experiences of working with children and 
families of people with mental health concerns / illness. I noted commonalties between 
my personal experiences, my professional interest and the directions of my research 
focus. Given my mental health professional training, nursing roles and personal 
experiences, it seemed a natural progression that I would be drawn to a narrative 
methodological approach which valued the role of interpersonal interactions in research. 
With this in mind, as the study plans were evoking, I considered the literature and 
research in detail to establish a knowledge base and gaps of familial mental illness. 
Furthermore, I met with my research supervision group on a regular basis to review the 
findings of past research and coordinate a plan for this current study. Acknowledging a 
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researcher’s personal and professional motivations alongside obvious researcher insider-
ness of the design of a study can further enhance the trustworthiness of the project (Nutt 
Williams & Morrow, 2009).  
The Partnership Framework advocates for continual research reflections from study 
conception to completion. A reflective approach at the design stage of research can 
further support study trustworthiness by facilitating important considerations of 
sampling. Within the Partnership Framework, sampling is conceptualised as seeking 
specific people with specific expectations.  
Sampling: Seeking specific people with specific experiences  
There appears to be long-standing consistency in the research literature which has 
suggested that sampling forms the foundation for rigour of qualitative studies (Byrne, 
2001; Devers & Frankel, 2000; Higginbottom, 2004; Penrod, Bray Preston, Cain & 
Starks, 2003; Polit & Beck, 2010; Tuckett, 2004). Morse and Field (1996) have 
proposed that “appropriateness and adequacy” (p. 65) are the two main concepts when 
critiquing the sampling approach, hence one aspect of the reliability and validity, of a 
study. They noted that the notion of ‘appropriateness’ made reference to participants 
being best placed to “inform the research accordingly to the theoretical requirements of 
the study” (p. 65). Given this, they have argued that non-random or targeted sampling 
approaches offer greater suitability to qualitative work. They continued to note that the 
principle of ‘adequacy’ refers to the ability “to develop a full and rich description of the 
phenomenon” (p. 65). With this in mind, this study utilised purposeful criterion 
sampling, in order to ensure appropriateness of data to the study aims and objectives. 
Within the Partnership Framework utilised for this study, sampling was positioned as an 
opportunity to review who and how to offer the invitation to, and the nature of possible 
participant experiences being sought for the study. These factors were driven by 
previous research findings identified during an extensive literature review (Cowling et 
al., 2004; Manning & Gregoire, 2008; Maybery et al., 2009; Mordoch & Hall, 2008; 
Stenager & Qin, 2008) alongside consideration of good practice ethical principles and 
ongoing researcher reflexivity. As the researcher, I wanted to ensure that my personal 
and professional experiences positively contributed to the study, while being cautious to 
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ensure that the study findings reflected the participant community story and not simply 
my own story and experiences. Furthermore, a consistent theme within the literature 
made reference to mental health service consumers and their families feeling their voices 
were silenced by stigma and they were unseen (Barham & Hayward, 1995; Repper & 
Perkins, 2003). Given this, I felt it was important that participants felt that I, as the 
researcher, was actively and explicitly seeking their experiences and views. Ongoing 
reviews of the literature and discussions with my research supervisors facilitated a 
thoughtful approach to study sampling. Details of the specific people for invitation to the 
study and their specific experiences are presented:  
People over 18 years old and above 
It is possible that a person under the age of 18 years may have experienced parental 
mental illness and currently be a parent themselves. However, due to the additional 
parameters associated with consent in relation to individuals below 18 years of age, it 
was envisaged people 18 years and over were the most suitable. Consent for an 
individual under 18 years old should be accompanied by that of the parent. Given that 
the study considered an individual’s parenting in relation to mental illness, I felt it would 
be unethical to request parental consent as one or more parent would be diagnosed with 
a mental illness. Further, I believed it would breach confidentiality for the adult child if 
they were to seek consent from parents for their involvement as a study participant.  
People who were English speaking 
In order to generate detailed narratives within the study’s financial restrictions, 
participants were required to be English speaking to avoid additional translation costs 
and to further facilitate an in-depth understanding of the narratives.  
Individuals who were able and willing to be interviewed in person, telephone or by 
email 
Meeting face-to-face between participant and the study researcher was considered most 
favourable to generate in-depth narratives of parenting, in keeping with the Partnership 
Framework. However, in an effort to promote inclusivity for potential participants from 
geographical rural areas, telephone or email contact between the researcher and 
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participants was offered. However, while telephone and email contact was offered, all 
participants made the decision to meet with me face to face to work in partnership to 
construct their stories.  
Adults who had experienced parental severe mental illness in one or both parents  
The main aim of the study was to identify participants who have experienced childhood 
parental mental illness. This criterion was critical to the design of the study. An initial 
screening prior to actual participation, determined the nature of each of the participants’ 
parental mental health concerns or mental illness. In order to provide study consistency 
and trustworthiness, it was important to have a clear definition surrounding mental 
illness. With this in mind, mental illness as defined in the Mental Health Act (NSW, 
Acts and Regulations, 2007) was utilised. Mental illness has been identified within the 
NSW Mental Health Act (NSW, Acts and Regulations, 2007) as present if a person 
experiences one or more symptoms of “delusions, hallucinations, serious disorder of 
thought form, severe disturbance of mood or sustained/repeated irrational behaviours” 
(p. 4). A parent must have been diagnosed with severe mental illness, ranging from 
schizophrenia and other psychosis or mood disorder (for example: severe depression, 
ongoing severe anxiety), to the best knowledge of participants.  
Those whose parent (with mental illness) had been hospitalised in a mental health 
facility  
It was noted that children reported they found the period of parental hospitalisation in a 
mental health facility the most distressing (Mordoch & Hall, 2008). In addition, a study 
by Stenager and Qin (2008) demonstrated that female adult children of mothers who had 
been hospitalised for mental illness were at greater risk of suicide. Therefore, the study 
actively sought people who had experienced childhood parental mental health 
hospitalisations. Information surrounding the number, frequency and length of any 
parental admission periods in a mental health hospital was gathered as best as possible to 
provide contextual information.  
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People who were parents themselves (with or without care or contact with their 
children)  
The study focused on the parenting narratives of adult children with childhood parental 
mental illness. Participants were requested to reflect on their childhood parenting 
experiences, in addition, to their own parenting roles. A decision was made to exclude 
those within a step-parent capacity only, as it was recognised that a step-parenting 
relationship may generate differing implications for the child, adult child and the parent. 
Individuals who had no past or current treatment for serious mental illness  
There is an existing body of quantitative studies which has highlighted the risks of adult 
children developing their own mental ill health and social needs as possible 
consequences of childhood parental mental illness (Cowling et al., 2004; Manning & 
Gregoire, 2008; Maybery et al., 2009). However, there is a paucity of qualitative studies 
concerning adult children’s experiences of parenting. The existing qualitative studies 
have focused on participants who are seeking counselling or identified as experiencing 
mental health concerns. Furthermore, meeting with people to discuss their past 
experiences when they were actively seeking treatment was thought to potentially 
generate and/or add to distress experienced by this group. 
This study sought to generate parenting narratives with participants who have not been 
diagnosed or treated for mental ill health, to identify both their strengths and needs. 
‘Diagnosis’ referred to that made by any health or social care professional, such as a 
General Practitioner, mental health nurse, psychiatrist, psychologist, social worker. 
‘Treatment’ made reference to longer standing psychological or pharmacological 
treatments.  
This work has to date focused on who was invited into the study. It is therefore worthy 
to consider the philosophy of the Partnership Framework and the methodological 
approaches of the invitation stage.  
3.2.2 Stage two: Invitation to share research space and partnership 
During the research design processes, researchers may give thought to their potential 
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forthcoming relationships with participants during the research space. I argue that a 
reflexive approach to researcher and participant relationships is critical to promote 
genuine partnerships and enhance an ethos of human sharing within the research space. 
A reflexive approach to a possible anticipatory researcher and participant relationship is 
not positioned as unique for a researcher but may also encompass participants. 
Participants may commence a reflexive process about their forthcoming engagement 
with a researcher when they first gain knowledge of the study. They may consider who 
they might meet, how they may meet, the openness of the researcher and may possibly 
ponder on the researcher’s experience with the study subject or research process.  
In her work on a reflexive narrative approach, Lyle (2009) made reference to narratives 
as a “process of becoming” (p. 293). Whilst she considered the process of becoming for 
the researcher and practitioner, it is argued that this concept could be paralleled for 
participants. In essence, when a participant enquired about the possibility of involvement 
in this narrative study, they embarked on a journey of ‘becoming’ in new knowledge and 
altered positioning about themselves through the process of reflection. Through 
reflection, it may be that the researcher and participant relationship might commence 
before, and potentially continue after, the official ‘research space’ takes place or 
encounter between the researcher and participant occurs. Given this, the concept of an 
anticipatory researcher and participant relationship is a key theme within the Partnership 
Framework for a Reflexive Narrative for Researcher and Participant. Given the 
Partnership Framework has a focus on human sharing within a metaphorical research 
space, it is appropriate that participants are invited to share a time, space and partnership 
with a researcher; as opposed to being recruited for, or into, a study. This insight denotes 
a far more active process on the part of participants. With this in mind, it is important to 
present the methodological approaches of the invitation processes, including how 
participants were invited into the study and researcher partnership.  
Penrod et al. (2003) acknowledged that a snowballing approach in isolation cannot be 
deemed suitable in order to gather diversity in the participant group. They noted that a 
chain referral sampling approach can help to make contact with hard to reach 
populations. Adult children who have experienced parental mental illness can be 
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considered as a population which may be hard to reach given the possible impact of 
social stigmas which are associated with mental illness (Corrigan & O’Shaughnessy, 
2007; Farina, Allen, Brigid & Saul, 1967). Farina et al. (1967) offered a definition of 
chain referral sampling as establishing “multiple networks” which are “strategically 
assessed to expand the scope of investigation beyond one social network” (p. 102). They 
continued to allude to the notion that “the chains of referrals are carefully established 
and meshed together to form a sample that more closely resembles a representative 
sample of the study group” (p. 102). Therefore, a multi-probed systematic approach to 
offer invitations to potential study participants was adopted.  
In the first instance 21 neighbourhood centres were identified in eight Australian 
Electoral Commission city areas in Western Sydney. Each centre was asked to place a 
study poster (Appendix 2) and flyers in their general reception areas. Furthermore, carer 
support groups which offered assistance to families of those with mental illness were 
invited to distribute flyers and alert people to the study. In addition, support groups were 
asked to invite interest for the study using their websites and email lists. In total, three 
state wide support groups agreed to circulate the study posters and flyers to their Sydney 
areas. Given the emphasis on human sharing, sharing of the research space and the 
notion that parenting is fundamentally a ‘sharing’ of self and joining with others, it was 
anticipated that a poster detailing brief study information and a visual image of holding 
hands, (representing sharing relationships between parents and children) (Appendix 2) 
would be an accurate representation of the study’s underpinning philosophy. A 
snowballing method was utilised to provide participants with an opportunity to pass on 
study information sheets to others within their social networks. Another probe of the 
invitation process was to alert the University’s media networks to the study, resulting in 
three media representations in Western Sydney newspapers and one radio interview. 
After initial discussions with the researcher, via phone or email, participants were 
invited to meet with the researcher or to undertake an email discussion. All participants 
sought to meet face to face with the primary researcher in the research space.  
All potential participants were offered additional information about the study and invited 
to meet with me. Information sheets (Appendix 3) and a copy of the consent form 
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(Appendix 4) were sent to the person’s home address or email, dependent on participant 
preference and consent. The participants were asked to consider the information and to 
contact the researcher if they still wished to be involved in the study. This ensured that 
all participants were able to consider their involvement without pressure, and permitted 
time to discuss their involvement with family members and friends if they wanted to. 
Twenty nine individuals demonstrated interest in the study. Some of these did not meet 
the inclusion criteria (Screening Form: Appendix 5) and some decided not to pursue 
their involvement with the study once they had received further verbal or written 
information. Thirteen individuals, (three men and 10 women) agreed to participate in the 
study. They were invited to meet on any University of Western Sydney campus or in 
quiet private rooms in local libraries. When I met with participants, I revisited the study 
information and consent form with them, to ensure they understood their involvement 
and were in a position to provide informed consent. All meetings were digitally audio 
recorded to ensure accuracy of concepts and to capture the details from the narratives. 
All of the narratives were transcribed into text by a professional transcription company, 
who had an existing privacy agreement with the University. Each participant met with 
the researcher on one occasion, each meeting lasted approximately one to one and a half 
hours, within a metaphorical ‘research space’.  
3.2.3 Stage three: Metaphorical research space 
Polkinghorne (1988) articulated that “narrative meaning is a cognitive process” (p. 1). 
Yet, if one acknowledges that there is an active cognitive process in formulating the 
story as a ‘whole’, it is reasonable to consider that not all individuals would have 
processed or articulated their story in its entirety. This is considered by Parry and Doan 
(1994) when they highlighted that the aim of narrative is to “help people become 
authors” (p. 44) and is supported by Flaskas, Mason and Perlesz (2005). Flaskas et al. 
(2005) furthered claimed that people require space and emotional safety to construct 
their stories. Whilst their work made reference to the therapeutic relationship in the 
main, they are clear that ‘space’ is a fundamental element to relationships in general. 
Polkinghorne (1988) and Czarniawska (2004) have agreed that the journey of life is 
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positioned within narratives and stories. They recognised that an individual can make 
sense of their world and the world of others via the construction of stories. Yet, the 
notion of life events and experiences being interpreted with the use of stories is disputed 
by Parry and Doan (1994). They argued that the world has become “destoried” (p. vii). 
In essence they argued that people have less opportunity to tell their story or there is less 
emphasis on listening to others’ stories. Frank (1995) acknowledged that individuals 
have a need to tell, and have their story heard, particularly in reference to disease and 
illness experiences. Lacking opportunity to have stories heard may therefore influence a 
person’s emotional well-being, generating unhelpful responses to life events and 
experiences. Given this, an important premise of the Partnership Framework is to 
facilitate a research space, where participants can engage in a reflective process about 
their experiences. I argue that the research space, and subsequently both the quantity and 
quality of research data, can be greatly enhanced if an ethos of human sharing, alongside 
a researcher and participant partnership, is fostered within the research space. Corney 
and Ward (2008) noted “the narrative enquirer is often regarded as a fellow traveller” (p. 
116). For this particular study, a face to face meeting between the researcher and each 
participant facilitated time and research space for sharing.  
Much of the literature which has considered the concept of reflexivity in research has 
had a focus on the researcher (see for example; Arditti, Joest, Lambert-Shute & Walker, 
2010; Burns, Fenwick, Schmied & Sheehan, 2010; Hastings, 2010; Hill, Lee and 
Jennaway, 2010). However there appears to be a paucity of literature conceptualising 
participant reflexivity. As acknowledged earlier in this work, it is postulated that the full 
story of participants may not be articulated or even formulated prior to entering the 
research space. For some individuals, becoming a research participant may be the first 
opportunity they have had to conceptualise their experiences within a narrative frame. 
This can lead to the debate that their own story may have the power to move them and to 
continue to move them in both a cognitive and emotional manner, for considerably 
longer than the time spent within the research space. East et al. (2010) argued that the 
process of storytelling can develop individual resilience in participants. They continued 
to suggest that reflective approaches required by the storyteller can indeed be beneficial 
to evoke greater affirming emotions. Given this, there must be an acceptance that the 
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researcher, co participant, or co-traveller, as coined earlier, and the research space that 
they facilitate, could impact on stories in a similar way to the use of motivational 
interviewing which is being utilised in many aspects of health and behavioural change 
programmes (Glynn & Moyers, 2010; Magill et al., 2010; Woodin & O’Leary, 2010).  
Frank (1995) acknowledged that each story has a narrator. In his work ‘The Wounded 
Storyteller’, Frank denoted the main narrator as the wounded person, the person 
experiencing illness and their journey towards recovery. Yet, he was clear that there are 
times, when the main narrator of the story becomes absent or silenced. He argued that a 
person with illness is required to tell their story to a range of health, social workers and 
bureaucrats. In essence, he postulated that the plot of the story, ie. the illness 
occurrences, become the primary focus, as opposed to the narrator or characters 
maintaining the emphasis. As acknowledged with the work of Frank (1995) and 
Polkinghorne (1988), it was recognised that the researcher and data collection methods 
can have implications for the narrative characters and plots. Given the positioning of this 
current work and the desire to ensure that participants remained the narrators and had the 
freedom to create the characters and plot, broad points of discussion were designed. 
Only two main areas were asked of participants: “can you tell me your experiences of 
being parented by a person with mental illness?” and “can you tell me about your own 
parenting experiences?” Noting a broad base to the discussion points allowed freedom 
for the participant to drive both the characters they add and the plot they themselves 
deem appropriate, as opposed to their own narrative plots being driven by the research 
design or designers. Further details of areas of discussions during the research space are 
offered in Appendix 6. Establishing the narrator alongside development of the story plot 
and characters within the research space was a fundamental element to all meetings with 
participants.  
So far I have presented information about the invitation to participate in the study 
alongside details of the research space. The next stage within a traditional research study 
process would be data analysis. Given this, it is pertinent to detail the analytical 
processes to build the adult children’s community story.  
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3.2.4 Data Analysis: Building a Community Story 
There has been a long standing debate regarding processes for narrative data analysis 
(Labov, 1982; Morse & Field, 1996; Seidman, 2013). Thematic analysis involves the 
categorisation of themes which occur within the narrative texts. The researcher can 
determine themes from differing participants and make interpretations of the inter-
relationships between themes. Seidman (2013) argued that thematic analysis offers a 
rigorous approach to data interpretation, but has expressed “that there is no substitute for 
total immersion in the data” (p. 130). The Partnership Framework provides an 
overarching philosophy for data analysis noting the formation of a community story. The 
‘community’ in this study refers to a group of people that are joined by the common 
bond of a similar experience which is growing up with a parent with mental illness. The 
community story is a narrative representation of both commonalities and individuals’ 
experiences of childhood parental mental illness. During the analytical processes, the 
Partnership Framework recognizes a process of transition for the researcher. They 
potentially move from a participant partner to a community story narrator. As a 
participant may continue to reflect on their experiences, the partnership and human 
sharing within the research space, so too may a researcher. Given this, the Framework 
acknowledges that researcher reflexivity is critical during analytical processes to ensure 
that it is the community story which is represented. The author advocates for researchers 
to openly acknowledge insider-ness to consider how human sharing within the research 
space could influence the community story.  
Calls for researchers to openly acknowledge and explore areas of possible subjectivity 
within their work, using reflective accounts, diaries and narratives, are common in the 
literature (Carroll, 2009; Lyle, 2009). A central theme of much of the work regarding 
reflexivity is the concept of “insider or outsiderness” (Le Gallais, 2008, p. 145). In 
essence, the work of Le Gallais made reference to the degree to which a researcher is 
involved within the study whilst maintaining a position which does not impact upon the 
interpretation of the data. Researcher reflexivity has been critical given my role in this 
doctoral study. As previously noted, I have acknowledged my role as an insider for this 
study by providing information about my professional mental health nursing role, my 
68 
personal experiences and my motivations to undertake doctorate level research. 
Therefore, I have ensured a transparent process to data analysis and building of the 
community story to provide greater study trustworthiness. In the first instance, after each 
meeting with individual participants, I spent time writing an account of my meeting with 
them. This included my personal observations of the participant’s emotional expressions 
during the research space alongside my own emotional reactions to their stories. In 
addition, I reflected upon my positioning of the researcher and participant partnerships 
within the research space. Furthermore, I also developed methodical and transparent 
processes to narrative analysis and to building of the community story, including six 
main stages:  
Stage one: Initially, each narrative was considered as a whole document. Initial 
researcher thoughts were noted and major themes were identified for future cross 
referencing.  
Stage two: Each narrative was considered in detail. Individual sentences which 
highlighted any material thought relevant were highlighted. Singular words or brief 
terms were used to explain the content of each relevant sentence.  
Stage three: The words and terms from each transcript were utilised to seek patterns of 
themes or concepts in an individual’s narrative. The themes from each person’s 
narratives were noted in tabular format (Participant Themes, Appendix 7).  
Stage four: All the themes and concepts identified for all participants were revisited and 
placed within a table. This process allowed the community story to be determined by 
seeking common references and concepts. The doctoral supervisory team then reviewed 
and provided critique. This continued until all agreed with the conceptualisation of 
findings.  
Stage five: All transcripts, in total, 350 pages, were revisited on an individual basis, to 
map the chronological journey of references to childhood, teenager, early adult, adult 
and also parenting references. This was a result of early reflections from the research 
space meetings with participants where several had referred to their teenage and early 
adult years having particular value to them. A Chronological Mapping table (See 
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Appendix 8) was constructed for each participant to examine this further.  
Stage six: The findings from this additional layer of analysis were added into the main 
findings table referred to during stage three of the analytical process.  
The main themes and findings of this study are detailed in the findings chapters of this 
thesis. However, one important aspect of the Partnership Framework for a Reflexive 
Narrative for Researcher and Participant is the process of reading the community to 
others once the analytical processes are finalised.  
 
3.2.5 Dissemination: Reading the Community Story to Others 
The Partnership Framework for a Reflexive Narrative for Researcher and Participant 
was adopted as the underpinning philosophy to guide this study. The Framework 
highlighted the concept of data analysis as building a community book, forming the 
individual stories into a community story. The researcher positioned oneself as a narrator 
or story teller, formulating and reading the community book to others. The role of a 
story teller is to generate audience interest and engagement with the material. Johnson 
(2009) made reference to “the power of story to move readers” (p. 489). They have a 
fundamental role to ensure representation of the voice of the participants. There may be 
differing tones, volume and emphasis during the community story telling process (Frank, 
1995). With this in mind, it is worth considering the main components of a story the 
audience may expect to identify. A traditional story has a narrator and varying characters 
(Frank, 1995; Polkinghorne, 1988). In addition, Polkinghorne and Frank both noted the 
existence of a story plot and sub plot. During the individual participant story formation, 
the narrator has met with and partnered with individual participants to share a 
metaphorical research space to generate a story. In the community story, the adult 
children who have experienced parental mental illness take the role of characters with 
the researcher fulfilling the role of the community story narrator.  
During the course of this study, my role as a community story narrator has been the 
source of much reflection. I have been acutely aware of the anxieties that adult children 
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had responding to my invitation to meet with me to share their story. When making 
enquiries about the current study, several participants did not wish to disclose any 
information over the telephone. One person wrote to me stating she felt passionate about 
being involved in the study, but could not find a private space and time to call me. We 
did eventually make contact prior to the research space meeting with the help of email 
and several weeks of planning. Some participants wanted to meet with me directly prior 
to disclosing information about their parents’ diagnosis and mental health related 
hospitalisations. Others wanted to clarify the issues about confidentiality and the use of 
the information immediately at the commencement of our meeting. Therefore, I have 
been acutely aware that the community of adult children and their families have had 
long standing experiences of anxiety with disclosure of parental mental illness. I have 
attempted to narrate their story, with ethical representation of the research findings, 
while maintaining a sense of dignity and respectfulness for adult children and their 
families. The discourse and tone I have chosen have all been directed at generating 
interest in the experiences and needs of the community group, whilst maintaining a 
positive frame and truth to the research. The role of ethical considerations was critical, 
particularly when engaging with a group of people who have experienced social 
exclusion to differing degrees.  
Frank’s work was supportive of that of Polkinghorne (1988) who established the notion 
that whilst reading one’s story, the characters “come alive” and the narrative audience 
“feels with” the characters (p. 90). With this in mind, a researcher has a role, not only to 
facilitate the voice of the characters and the main narrators, but to remain respectful to, 
and facilitate respect for participants.  
3.3 Ethical Research Practices: Fundamentals of Human Respect 
Ethical principles have underpinned all aspects and stages of The Partnership 
Framework for a Reflexive Narrative for Researcher and Participant. For the purpose of 
this study, ethical principles are viewed as a philosophy of human respect, affording all 
those involved in the study with humanity and dignity. This is in keeping with the work 
of Berglund (2004) who noted ‘respect for persons’ as a fundamental principle of ethical 
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research. Furthermore, there is also a school of thought that attention to ethical 
principles from study conception to completion, promotes trustworthiness in qualitative 
studies (Rossman & Rallis, 2010). Rossman and Rallis highlighted that researchers 
should consider that “every decision about data collection, analysis, and presentation as 
moral dimensions” (p. 379). However, it should be noted that whilst Rossman and Rallis 
take a thought provoking approach, the period of study invitation and recruitment should 
also raise many ethical debates in addition to data collection processes. This supports the 
positioning that ethical considerations are underpinned by a philosophy of human 
respect, integral to the people as study designers and researchers. Each of the main 
ethical principles (autonomy and justice; confidentiality; nonmaleficence and 
beneficence) and their application to this study, will now be considered.  
Autonomy and Justice  
An invitation to be part of this particular study with adult children, created some 
important ethical considerations. In the first instance, negative social stigmas have a 
long standing association with people who experience mental illness. Therefore, it seems 
likely that adult children may have witnessed parental experiences of stigmas and 
possible social exclusion. Given this, it was critical that the invitation to participate in 
the study was as specific as possible and provided information about study inclusion 
criteria. A person’s right to choose and autonomy have been positioned as important 
indicators of a respectful and ethical study (Thompson, Melia & Boyd, 2000). Providing 
clear and unambiguous study information alongside suitable time and space for 
participants to thoughtfully reflect on their possible involvement with the study ensured 
individual’s autonomy was respected.  
Respecting the rights of people to disclose or to construct their story with me in the 
research space was fundamental to this work. During the research space, before 
commencing discussions about participants’ experiences and stories, I reviewed the 
study consent and information sheet with each participant. I provided each person with a 
list of suitable services which could support them if they felt they required it after 
meeting with me in the research space. All the services were open for direct access by 
participants, so they did not need to inform me if they were seeking additional support 
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(Appendix 9). All participants had been sent the information and consent papers prior to 
meeting with me. However, I wanted to provide further opportunity for any person to be 
open about any worries or concerns about their involvement in the study. I argue that 
this has further demonstrated a thoughtful and considerate approach to participant’s 
autonomy throughout this study.  
Confidentiality 
Being assured of confidentiality was integral for all participants. They did not want to be 
named within the final report or publications. They listened intently during the research 
space, as I described how I would ensure that there was no identifying data included in 
public documents. Respect for confidentiality has been recognised as a major theme 
within health care and related research (Martin, Vaught & Solomon, 2010). Various 
processes were implemented within this study cognisant of the ethical principle of 
confidentiality. In the first instance, only I, as the researcher had and continue to have 
access to the participant’s actual names and contact details. This information is stored 
within a secure location. Participants were assigned a pseudonym immediately after my 
direct meeting with them and referred to by this pseudonym in all future study 
documentation. All references to names of family members and places were removed 
and again replaced with pseudonyms or locations. A careful review of any published text 
ensured that any events or language which may be unique to a particular family, and 
hence breach confidentiality of a particular participant, was not used.  
Nonmaleficence 
A critical ethical consideration for the current study was emotional protection for 
participants during the research space. This is in keeping with the principle of 
nonmaleficence, to do no harm or to minimise harm (Bucky, Callan & Stricker, 2005). 
Each participant and I mutually explored how they could let me know if they wanted to 
stop our discussions if they became distressed. I was aware that for many, this was their 
first opportunity to explore their experiences in detail, thus encounters created a period 
of potential distress. I agreed with participants that they would raise a hand to signal to 
me that they wished to pause or stop the session. Some participants entered the research 
space informing me that they were unlikely to become upset. They did not feel it was 
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necessary for us to discuss possible interruptions or reactions to the session should they 
become upset, or support services which may be available for them if distress occurred. 
Yet, they were surprised at the intensity of their emotional reactions at times during our 
meeting. Several individuals maintained a significant level of distress throughout the 
time we spent together, but wished to continue their story. Some participants did not 
raise their hand but appeared distressed, therefore I offered them additional opportunity 
to stop or pause. I was very aware of my role as researcher to work in partnership with 
participants to construct their story while maintaining an ethos of do no harm. I was also 
acutely aware of a need to maintain an individual’s choice to stop or to continue within 
the research space if they wanted to. All participants were passionate about constructing 
their story. Despite being given opportunity, no participant chose to stop or pause telling 
their story during the research space.  
Beneficence 
Whilst this work has to date considered some of the distress participants displayed while 
taking part in the study, positivity was reported by many people. Berglund (2004) made 
reference to the ethical principle of beneficence as promoting “the wellbeing of 
individuals” (p. 13). Several of the participants spontaneously reported they felt they had 
benefitted from the study and had found it to be a cathartic experience. Maria voiced her 
experiences of having been given the opportunity to share her story:  
Facilitator: “Maria, is there anything you want to ask me or any new information or 
any comments? 
Maria: No, not really. I just - like it’s been really nice to sit here and talk with 
you, yes. 
Facilitator: Good, I’m glad. 
Maria: I’ll probably go out and have a tear as I’m walking through but I feel 
lighter, if that makes sense? So, yeah, it’s good. 
Facilitator: Have you been able to talk to somebody about your story before or is 
this your first time? 
Maria: This is probably - in this sort of scenario, yes, this is the first time. I 
have opened up to friend’s parents though very briefly and - nothing 
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where they’ve actually probed or questioned and made me think about 
things. I just sort of stated how it was and we move on.”  
Another participant, Peter, spoke of the benefit he felt from being involved in the study, 
in being able to conceptualise some of his experiences. In the text, Peter made reference 
to having been able to normalise his experiences and finding reassurance that he is in 
fact similar to others and fits within his realm of normality.  
“Well, see, there's my benefit from having taken part in the study. It's a little 
bit more of a definement of that. Knowing that other people think similarly 
that have had those kind of experiences, or even not had those experiences, I 
take quite a bit of comfort in that. It's like okay, you're not a basket case, 
this is normal.” 
The participants’ accounts as noted above, offered further reinforcement to the work of 
East et al. (2010) when they highlighted that research which provides an opportunity for 
the participants to discuss their narratives can increase their individual resilience. 
Spontaneous comments such as those offered by Maria and Peter have confirmed how I 
have worked with an ethos of beneficence to underpin all aspects of this study. They 
have also reinforced the believability of the research findings and trustworthiness of the 
study.  
3.4 Trustworthiness 
As previously acknowledged in this work, sound ethical debate from study conception to 
completion can enhance the trustworthiness of a study (Harrison, MacGibbon & Morton, 
2001). Ontological and epistemological philosophies (Yilmaz, 2013), role of the 
researcher (Harrison et al.), transcription quality and processes (Poland, 1995), alongside 
data interpretative and analytical processes all contribute to the evaluation of study 
trustworthiness. Harrison et al. noted that trustworthiness relates to the “ways we work 
to meet the criteria of validity, credibility, and believability of our research - as assessed 
by our academy, our communities, and our participants” (p. 324). Nutt Williams and 
Morrow (2009) are more specific in their definition of trustworthiness, incorporating 
issues related to data integrity. They placed greater emphasis on the positioning of 
researcher reflexivity and subjectivity. Yilmaz commented that study trustworthiness 
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can be determined when a description of “people, activities, interactions and setting” is 
concise enough for a reader to “understand what occurred and how it occurred” (p. 321). 
However, this current work recognises that trustworthiness is greater than a reader 
merely understanding what has occurred. It carries the premise that a researcher has a 
responsibility to generate motivation to engage with the participant’s stories and 
research data. Therefore, in essence, the conceptualisation of trustworthiness 
encapsulates not simply that a reader understands what has happened or occurred, but 
how they actually feel, internalise and live the research data and findings. This changes a 
passive reader to an active, emotive and enthusiastic audience, who can and who want to 
contribute as positive agents of change on behalf of the participant community, as an 
outcome of the research study.  
Carcary (2009) offered a structured approach to demonstrate and enhance qualitative 
study trustworthiness, with the use of a research audit trail. She advocated for an 
intellectual research audit trail, to show researcher cognitive reasoning alongside a 
physical research trail noting research methodological decisions. A research audit 
approach was utilised throughout this study and aspects are presented throughout the 
thesis. In the first instance, positioning of the researcher was undertaken during the 
planning phase of the study and presented to the reader. This occurred informally as an 
integral element to the study, but formally prior to the literature review stage, again prior 
to initially meeting with participants to share time and space and after each participant 
meeting. The work presented clear ontological and epistemological philosophies which 
have been shared with the reader. In addition, there was a concise study inclusion 
criterion. The researcher has undertaken frequent detailed discussions with supervisors 
about each participant prior to inclusion to ensure ethical practice but also to pursue 
trustworthiness.  
Structured supervision or research team sessions are advocated by Shenton (2004) to 
enhance trustworthiness. Supervision sessions ensured continuous interpretative 
reflections of themes and subthemes. A table of analysis of each participant is included 
in the appendix of this work for the reader to assimilate the actual analytical processes 
(appendices 7 & 8). Discussions have compared and contrasted past and current study 
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findings, demonstrating similarities and comparisons with other research. Furthermore, 
the peer reviewing process for professional conferences and journal submissions for this 
study, have ensured scrutiny as recommended by Shenton (2004) to demonstrate study 
trustworthiness.  
3.5 Summation 
A social constructionist philosophy underpinned this study, with the premise that human 
interactions create new or further develop existing social constructs. The work 
acknowledged the positioning that language, cultures and values are integral components 
to constructing new knowledge base or social constructs. This is important, given both 
the values and social stigmas attached to mental illness and the cultural variations in 
conceptualisation of mental health, mental health concerns and illness. Furthermore, 
parenting and parenting with a mental illness have been identified as social constructs. A 
Partnership Framework for a Reflexive Narrative for Researcher and Participant, 
introduced the notion of two interested minds coming together to construct a narrative, 
with a basis of human sharing. In addition the Framework advocated for a trajectory of 
self for both participant and researcher. While the Framework was explicitly designed 
for this doctoral study, it could guide the underpinning philosophies of future research 
which seek a narrative base while engaging with people who are socially isolated and/or 
part of a marginalised group. 
The recruitment stage of this study was positioned as an invitation to share a research 
space. As noted at an earlier stage of this work, adult children reported that they had 
limited opportunities to share their story, that they felt isolated, unseen and unheard. 
Therefore, before presenting the main study findings, it was deemed appropriate to 
present a brief narrative of each participant and to make their everyday ordinary 
thoughts, emotions and events, really quite extraordinary (Silverman, 2007).  
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CHAPTER 4: INTRODUCING THE STORY 
CHARACTERS 
Participants in the study articulated that they had not been afforded opportunities to 
construct and share stories of their experiences. They had felt isolated from family, 
extended family members and the wider community. In addition, an underpinning 
philosophy for this study considered the premise of humanistic connectivity and sharing 
between the participant and researcher. With this in mind, I felt that it was important that 
participants were recognised as individual people prior to the formation of the adult 
children community story. Therefore, a short story about each participant is presented 
within this chapter. The stories present some of the life experiences of particular 
participants in addition to enlightening observations during the research space. 
Silverman (2007) made reference to this approach, when he noted how unremarkable 
observations and events do actually matter in allowing us to construct the real meaning 
of lived experiences.  
Edward is an Australian born employed man in his late 30s who lives with his wife and 
children. His parent was diagnosed with schizophrenia in his early teens. He recalled 
two particular periods when his parent was hospitalised in a mental health hospital for 
several months. During this time, he was living with a foster family. He recalls several 
years during his childhood when his parent demonstrated symptoms of schizophrenia, 
such as paranoid thinking, changes in behaviour and verbal hostility to others. It was not 
until his late teens, that he was informed by a community worker, that his parent had 
been diagnosed with schizophrenia. At the start of the interview, he noted that this 
would be the first time he had been able to fully describe his story of experiences to 
others. He quickly noted that there could be no positive experience growing up with a 
parent with mental illness.  
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Annette is an older Australian born woman, born into a family with several siblings. She 
lives with her partner. Her father had not been formally diagnosed with a specific mental 
illness, although she recalled childhood periods when he was hospitalized for “nerves”. 
She reported several periods when her father presented with paranoid beliefs, hostility to 
her and her siblings. At several times, she and her siblings were at the centre of apparent 
paranoid beliefs. She noted that she did not discuss the household events with others 
outside of the home during childhood. She continued to state that it is only in adulthood 
that she had been able to discuss any of the childhood experiences with her siblings. She 
described periods of nil attendance at school as a believed consequence of her father’s 
beliefs. Yet she was clear that attending school and being away from the household 
environment, having times to forget the household difficulties, offered her internal 
resilience. During the research space, Annette spoke of the “struggle” of effectively 
“growing up without a father” yet, she maintained a positive sense of her own 
parenting.  
Nicole lives with her husband and children. She recalled her father had had one brief 
admission in a mental health hospital for a "breakdown". He had either been absent or 
maintained a low key profile during Nicole's very early life. Whilst Nicole's mother had 
not been formally diagnosed or treated, Nicole was able to describe several symptoms 
displayed by her mother to be suggestive of a major mental illness. These ranged from 
impulsive behaviours, self-neglect, responding to auditory hallucinations, paranoid 
beliefs, isolating behaviours and varying degrees of mood changes. Nicole described 
having a close emotional bond with her mother during her childhood, albeit, a 
relationship where Nicole was often the emotional stabiliser for her mother, to the 
reported detriment of her own emotional needs. Nicole described a childhood of 
“freedom” with very few boundaries on her locations and behaviours. Despite noting a 
childhood of frequent change and unpredictability, she was able to identify that she felt 
very loved by her mother during her childhood and can identify some positive childhood 
experiences.  
Kate is a woman in her early 30s, currently married and living with her children. During 
her childhood, she lived with her mother and sibling. Kate reported that her mother had a 
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diagnosis of paranoid schizophrenia before she was born and had several hospital 
admissions during Kate's childhood. She highlighted her own perfectionist approach and 
strived to provide prefect parenting for her own children. She had held a lifelong belief 
in Christianity and noted her beliefs provided much support and strength for her during 
her childhood but in particular during some difficult teenage years for her. She 
recognised a need for forgiveness towards her mother suggesting that this had allowed 
her to feel free from a "heavy" internal feeling she had maintained for many years. She 
acknowledged her internal need to be a "people pleaser" which had remained with her.  
Maria is Australian born and in her 30s, who lives with her husband and child/children. 
Her mother had a diagnosis of schizophrenia with multiple lengthy admissions into 
mental health units during Maria’s childhood. Her mother’s diagnosis and presentation 
of illness commenced when Maria was under five years old. Maria was upset and 
distressed throughout most of the interview but remained strong in her belief that she did 
wish to continue within the research space and processes to share her story. She 
described that she had very much enjoyed her own parenting role. She articulated her 
positioning of herself as resilient but had recognised that “deep down there has been 
something niggling away”.  
Sarah is in her mid 30s and lives with her husband. She spent time during the research 
space describing her parent’s history of multiple hospital admissions. The hospital 
admissions commenced during Sarah’s very early childhood. It had been difficult for 
Sarah and her family to actually ascertain her mother’s mental health diagnosis. It had 
ranged from manic depression, bipolar and addiction to over the counter and prescribed 
medications. Sarah described a distancing relationship with her mother over recent 
years. She described that as adults, she had discussed her mother’s presentation briefly 
with her family but not during childhood. She presented her own approach to parenting 
in terms of ‘bad mother’ or ‘good mother’ with high levels of anxiety and guilt when her 
own expectations for parenting were not or could not be met in some way. She 
highlighted the need for a family concept of mental illness, particularly for the children’s 
voice to be heard, whilst acknowledging that her voice had been absent within both her 
own family and to health and social care professionals. 
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Jenny is a middle aged woman. She is currently employed and living with her child. One 
of her parents had a diagnosis of schizophrenia. Her parent had displayed intermittent 
symptoms of schizophrenia for thirty years. She highlighted her ongoing emotional 
difficulties when hearing her parent disclose current beliefs, which may be articulated as 
symptoms of schizophrenia. Jenny described herself as having a limited social network 
with friends. She noted that, as an adult, she had shared her experiences of parental 
mental illness with others and is aware that her childhood experiences are not unique to 
her. However, she did not share her experiences of parental mental illness with others 
during her childhood due to embarrassment and seeking normality. Her story reflected 
her emphasis of having a “focus” to maintain one’s own well-being. She also stated her 
views that a parental educational philosophy can help her own child build strategies for 
resilience. She explicitly noted concerns with bonding with her child during the first 
eight months of life. She believed this to be a consequence of her childhood parental 
mental illness experiences. During this period, she felt unable to disclose her parental 
and child bonding worries to others. She particularly wanted to note her thoughts that 
other innovative approaches to engaging new parents, other that direct questioning by 
health and social professionals, would be useful.  
Sue has several siblings. Her parent was diagnosed with long standing depression. She 
reported her parent displayed many occasions of emotional indifference towards her and 
her siblings. On many occasions, both verbal and physical aggression towards them was 
noted. She recalled feelings of isolation, worthlessness and hopelessness for many years 
during her childhood in response to the incidents and communication difficulties with 
her parent. She felt that there were continuing communication difficulties within her 
family. Her main avenue of coping with the difficulties was to physically remove herself 
from her family and to stop much, if not all, contact with them. She was keen to 
highlight that her relationship with her own child was based on trust, open 
communication and sharing of her past experiences. She believed that sharing of her 
own personal background can enhance her child’s understanding of who she is and her 
perspectives about a range of daily issues.  
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Peter initially recalled a happy childhood, often feeling protected by his parents. 
However, as our meeting continued, he disclosed that during his formative years, he 
spent long periods with a friend’s family, feeling comfortable and relaxed, enjoying the 
family fun and interactive space. He noted that there were times when he felt 
uncomfortable within his own family unit. He associated this with one parent having 
depression. He reflected that he never really had a clear idea what was happening within 
the family, until he was told his parent had been hospitalised for depression. He stated, 
that it was this point, that he realized “nothing would ever be the same again” and 
family life was going to change. One of Peter’s parents died as a result of suicide.  
Elizabeth lives with her husband and children. She stated that one of her parents was 
diagnosed with a mood disorder sometime before she was born. There was some 
confusion among mental health professionals about her parent’s diagnosis ranging from 
schizophrenia, mood disorder or a long standing major depressive period. She was aware 
that her mother had been prescribed both anti-psychotic and anti-depressant medications 
for a thirty year period. Elizabeth continued to have weekly contact with both parents, 
either via phone or face to face visit, albeit, finding contact ‘draining’ and ‘depressing’. 
Elizabeth referred to this on several occasions during our discussions with reference to 
the level of difficulty she had coping with parental mental illness and the impact she felt 
it has had on her own life. Elizabeth highlighted the positive relationships she has with 
her adult children, noting the elements of fun and togetherness.  
Margaret’s mother was diagnosed with paranoid schizophrenia and hospitalised on 
several occasions. Margaret recalled her memories of visiting her mother in hospital 
during her childhood. She began her story clearly stating that the imagery of mental 
illness on television and in the media is very different from the real life experience. She 
wanted to convey to the community that mental illness does not equate to violence, 
sharing that her mother was a very gentle person. She felt her father and extended family 
limited any disclosure of her mother’s illness to her and others, in an effort to protect her 
mother. Margaret noted that even in her own middle age, she had a limited 
understanding of schizophrenia. She felt the need to further understand this illness and 
the possible impact on her and her children, to the extent that she sought contact with a 
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psychiatrist some years ago. She highlighted that the appointments were to further her 
knowledge of schizophrenia which allowed her to further conceptualise her own 
childhood experiences.  
Maureen is an older woman educated to post graduate level. She has been married for 
over a thirty year period and has adult children. Her parent was diagnosed with a long 
standing mood disorder. Maureen highlighted that whilst she knew her parent loved her 
during her childhood, her parent found it difficult to show her love. Maureen also found 
it difficult to show love and emotion to her parent. She talked of the ongoing longer term 
anxieties and troubles in maintaining a relationship with a parent with mental illness and 
the daily issues it had generated for her and her own family. She highlighted a loving 
childhood relationship with a member of her extended family. She feels that having a 
close childhood bond with a significant other enabled her to have a positive emotionally 
expressive relationship with her own children. 
David is a man who had been married for over thirty years. He strongly believed that the 
positive bond between his siblings during childhood was a protective factor for him. His 
parent had been hospitalised several times during his childhood, therefore there were 
multiple periods of parental separation. He noted that securing a long standing positive 
relationship with his partner had been beneficial for him to conceptualise his childhood 
experiences. During our time together, David spent a long time discussing his extended 
family history, as if seeking reason or explanation as to why parental mental illness was 
evident within his particular family. He asked respectfully about some of the details of 
my own story. I shared some of my story as he had gracefully shared with me. I was left 
with the impression that he is continuing on the journey of constructing his own story, in 
order to better understand himself, his family and the community around him. I sense 
that this study and the time we spent together in the research space, has had some 
positive benefit for us both.  
To provide the reader with further context of the participants’ journeys, Table 1 (p. 83) 
presents a summary of their social demographical details, their parents’ clinical related 
data and their children’s details. Other information was collected as part of the study, for 
example: participants’ actual age and the ages of their children. However, this 
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information has been omitted or generalised within the table in order to protect 
anonymity of the participants.  
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Table 1: Participant and Parental Information  
KEY – Parental Diagnosis S:  Schizophrenia P:  Psychosis M: Mood Disorder D: Depression 
(as reported to the best knowledge of the participants)  
 
Study Name Gender Age Range Siblings 
Parental 
Diagnosis 
Age of 
Participant 
when Parent 
Diagnosed 
Hospital 
Admission 
Number of 
Children 
Edward M 30-40 No S 8 Yes 2 
Annette F 70-80 Yes S 11 Yes 2 
Nicole F 30-40 No P 3 Yes 3 
Kate F 30-40 Yes S Before birth Yes 2 
Maria F 30-40 Yes S 3 Yes 1 
Sarah F 30-40 Yes M 5 Yes 1 
Jenny F 40-50 Yes S 13 No 1 
Sue F 50-60 Yes D 7 No 1 
Peter M 30-40 Yes D 14 Yes 1 
Elizabeth  F 40-50 Yes P Before birth Yes 3 
Margaret F 50-60 Yes S Before birth Yes 2 
Maureen F 60-70 Yes D 12 No 2 
David M 60-70 Yes S Before birth Yes 3 
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During this chapter of the work, brief narratives surrounding individual participants or characters 
of the wider community story have been presented. It was important to introduce them as 
individual people, given that they have often felt unrecognised, without a significant role or 
value. In addition, the chapter added richness to the stories and narratives for the reader. The 
possibly unremarkable facets of their stories and experiences have been made remarkable, by 
careful attention and reflexivity. The fore coming findings chapters will offer greater details of 
the adult children community story. The specific themes will be discussed, alongside a wider 
conceptualisation of the themes woven into a journey for families who have experienced parental 
mental illness.  
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CHAPTER 5: THE STORY OF MY FAMILY 
There were four main themes and seven subthemes identified within the parenting 
narratives of adult children who have experienced childhood parental mental illness (see 
Table 2). Chapter five considers the interface between parental symptoms of mental 
illness and living with fear. An overwhelming sense of childhood fear was recognised 
within the narratives of all participants. The participant’s childhood fear was often 
generated as a result of threat to them or a perceived threat to the life of the parent, as a 
consequence of self-harm or suicide ideation or behaviours. Fear generated children’s 
hyper-vigilance of their parent and others around them. For some participants, fear 
remained with them into adulthood, albeit, with differing manifestations. Social stigmas 
associated with familial mental illness and children’s early awareness of difference has 
been presented. The need for familial secrecy surrounding mental illness was a common 
experience for all participants. Chapter five also articulates findings in relation to loss. 
Adult children reflected that they had felt unsure of their own emotions and reported 
feeling consumed with the daily experiences of living with parental mental illness. Their 
narratives reflected a process of loss of self. Furthermore, there is evidence of 
dehumanisation of the parent with mental illness, from the perceptions of the adult 
children, in all participants’ narratives to differing degrees.  
Chapter six mapped a journey of recovery for adult children, as they conceptualised a 
more positive positioning of self. They perceived that becoming a parent, whilst faced 
with challenges of worry in relation to their parenting approaches, had positively 
contributed to their altering sense of self. Adult children presented with a remodelled 
perception of family life, which was often very different to their own childhood familial 
experiences.  
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Table 2: Summary of Findings  
Theme  Subthemes 
Living with fear and mistrust:  
I felt very lonely, I felt unloved....feeling 
threatened by that person  
 
Living with stigma and secrecy:  
She was the local nutcase  
Awareness of difference: There’s this kind 
of idea that you’re not in a normal home  
Needing to maintain secrets: So everyone 
just locked it down and no discussions  
The loss of me and my parent:  
I just knew her as a sick lady 
Questioning who I am or who I have 
become: Sometimes I don’t know what 
emotion I should be feeling  
Dehumanisation of a parent: She wasn’t 
the wreck in those years that she was to 
become later  
Finding oneself - a journey of 
recovery:  
It helped me to see myself as a valuable, 
loving and loved person 
Finding self through meaningful 
relationships: I like him tucking me in  
Becoming a parent: I was a mother and 
had a baby. There was something which 
connected me to other people  
Living with parenting worries while 
wanting to remodel my own family: I’m 
kind of hopeful he’ll like fishing as well 
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5.1 Living with fear and mistrust 
...feeling threatened by that person 
Childhood fear was a common emotional response experienced by participants. Some 
acknowledged that fear and worry remained dominant features within their adult lives. 
There was a multitude of reasons to feel fearful, which reinforced the complexities of 
parental mental illness and familial connectivity. All narratives pinpointed a lack of 
understanding about their parental condition and a sense of isolation from others as 
contributing to their intensity of fear. Peter recalled his worry with the realisation 
something was wrong. He shared the impact of limited information from a family friend, 
about what was happening to his mother when she was first hospitalised for mental 
illness in his teenage years:  
“I think scared is the emotion that pops into my mind. I can remember being 
very fearful, I was like something's definitely wrong here. It was almost like 
one of those watershed moments where you go okay, nothing's going to 
quite be the same after this. I might not have recognised that at that point, 
but definitely by the way … by the way she was speaking to me, there was 
something that was triggering alarm bells, like something is not quite right. 
She (family friend) didn't want to tell me what was wrong, but she was 
telling me that it's okay, Mum's fine, and I think possibly there'd been 
enough clues through my childhood that something was wrong with her, 
what's going on, something has now changed for good. I think from that 
point it was a case of - there was no innocence around it. I couldn't deny 
that something was wrong from that point. 
I didn't quite know it at that very point of that phone conversation, but there 
was suddenly a foreboding and a worry, I guess.”  
An undercurrent of Peter’s narrative was his fear for his mother’s wellbeing. This was 
also explicit within several other participants’ narratives. They had experienced an 
intense fear for their parents’ safety. For a minority of participants, fear for the life of 
their parent was maintained for several years. For others, it was intermittent although, 
nonetheless, disturbing for them as children. Nicole describes her worries: 
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So the whole thing about going overseas was a huge thing that she planned 
for and everything but she never followed through on it. It was a constant 
theme that she was going to go overseas until eventually I got to be old 
enough to think, well, she’s never going to go. She never did. It was always 
something that she was working towards in her life. So that was kind of 
distressing. I was always very fearful that she would die, that she would 
commit suicide. So I worried about that. 
Participants reflected that possible parental self-harming behaviours was a major 
concern and worry to them throughout their childhood, even when their parent had not 
voiced suicidal intent nor made any attempts to hurt themselves. Their worry had 
continued into adulthood and for some, was still present at the time of their involvement 
in this study. However, there were several other participants whose parents had 
undertaken several acts of self-harm or suicidal behaviours. A minority of the 
participants, like Sue, had witnessed parental self-harming behaviours in some way. Sue 
had been asked by her family to search the streets to find her parent after a suspected 
overdose. However, regardless of the actual parental behaviours, some participants 
found that living with a perceived potential or anticipated parental death generated a 
feeling of mistrust for their parent. Therefore, a loss of positive human connectivity was 
noted within the parental and child relationship.  
Whilst Nicole noted that she felt fear for her mother’s life, others experienced fear for 
their own safety. Sue recalled incidents of parental mood changes, resulting in childhood 
experiences of fear:  
“Oh yes. She was very moody and she would be very accommodating one 
minute and then just a total monster the next....It was my experience also 
was feeling threatened by that person, by my mum. Feeling physically 
threatened and verbally threatened by her. There was also my experience is 
that I never felt like I trusted my mum. I didn't - I guess maybe I didn't trust 
her to ever be the sort of mum, a level way of being with me. It was either - 
well it was passive aggressive, I'm not sure.  
Yeah, I never felt where there was any mid-range of emotions. If that mid-
range was there it changed very quickly, it was to extremes. I felt very 
lonely, I felt unloved. I guess my mum, because she was a very verbally 
abusive person, I really felt like I was being battered daily with negative 
things from her.” 
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Sue alluded to living under a cloud of threat of aggression from her parent, whilst other 
people confirmed that they themselves had been subjected to actual verbal and physical 
aggression by the parent diagnosed with mental illness. Whilst all participants in the 
study articulated that they felt loved by their parent, some parental behaviours became 
increasingly difficult and confusing for them to conceptualise in terms of their own self-
worth. Kate explained “It just made you feel so insecure….. it’s a lot like a love/hate 
thing.”  
The compounding worries and concerns about parental wellbeing and their own physical 
safety further complicated the child’s sense of emotional distress. Their sense of fear and 
developing mistrust was greatly enhanced by the unpredictability of their parental 
behaviours. Participants were unsure if and when there may be an incident of parental 
self-harm or possible harm to themselves as children. Therefore, fear was generated by 
what may or could happen at any time, and this became generalised fear within the lives 
of the participants. Some participants had not experienced nor witnessed any parental 
aggression. However, there was a sense of being in opposition to the parent in some way 
or having to “stand up to her” as Margaret acknowledged. In addition, there was a 
recognised need to make active efforts to protect one’s own emotions against the impact 
of the parent’s presentation, as Maureen articulated “it happens every day and I just 
can’t let it ruin my life.”  
A common finding from the study was that fear for, or of the parent, generated on-going 
hyper vigilance of the parent’s behaviour or of others. Several of the participants drew 
attention to the notion that their parent was worried about other people in differing 
contexts. Two of the participants recalled the parent with mental health concerns or 
mental illness noting that their partner was having an affair with another person, leading 
to family conflict. A further two participants noted their parent was frightened of other 
people due to possible delusional beliefs. Kate recalled the intensity of the beliefs and 
the impact on her and siblings:  
“Some of the experiences - I'm thinking of things like she had paranoid 
schizophrenia......She would always tell us about [a man and how he was 
going to come and get us]. We had to lock up at night and he was always 
there to attack us. I think when we were little, we kind of didn't really 
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understand. [Like I don't remember at what point I finally realised it wasn't 
real].  
But I remember things like, you know, she'd run into our bedrooms in the 
middle of night and say come on get out of bed. Come and sleep in the 
lounge, they're coming, they're coming. You know, shut off everything and 
we'd like lie on the lounge and be frightened.........  
But like with my little brother, he would build alarms and trap systems and 
wires and all sorts of things to alert us if anybody broke into the house. [If 
this man came].  Or she had a fantasy of some strange person living 
upstairs and the mother was hiding it away.” 
Kate’s story suggested increasing anxiety, distress and fear for herself and sibling. Many 
of the narratives reflected fear alongside a development of mistrust for others. The 
findings thus far, had led to the interpretation that a child becomes increasingly 
emotional isolated from a parent with mental illness as a greater distance is generated 
between a parent with mental illness and wider societal links. The concept of a family 
isolated within a wider social community sense is apparent. Further interpretative work 
for this study, concluded that the notion of ‘me’, ‘I’, and ‘self’ as opposed to ‘us’, 
‘family’, ‘connectedness’ and ‘community’ for children growing up in a family with 
parental mental illness is a common experience. The conceptualisation of ‘I’ for children 
living with parental mental illness, as opposed to ‘us’ with a sense of community 
connectivity, was identified as being further supported by the participants’ experiences 
of stigmas and familial secrecy. All participants made reference to feeling different to 
others. Many could identify when they became aware that their parent or their parent’s 
behaviour was different to other adults. Additionally, Kate’s narrative reflected how 
parental fear can be transferred to a child living within the familial unit. Her story 
confirmed a possible paranoid flavour underpinning her mother’s fear. Fear impacted on 
her mother’s behaviours, which had consequences for Kate’s emotional distress, 
demonstrating a familial context of parental mental illness. However, there was evidence 
within the narratives, suggestive that fear with regards to mental illness, was not 
exclusively related to the nuclear family context, but can be a theme within other 
familial relationships. Peter articulated his fears and concerns for his own safety and for 
his own children:  
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“I recognise that that fear is also in them, is this fear that suicidal 
tendencies are hereditary. So I worry about myself, what might trigger that 
when I'm 40 or 50.Would I suddenly have thoughts of suicide myself? So 
that's a very big concern, and that leads to fears and concerns around my 
children. First of all, not letting them down and suiciding myself. That's a 
very big fear that lives here......How can I teach them that there is always a 
way out of whatever problem you're facing?”  
With this in mind, it is evident that fear experienced by children and adult children 
living with parental mental illness, is a major finding within this study. Children of 
parents with mental illness in this study, live with fear. They also continue to live with 
fear into adulthood, but with differing manifestations. Fear was highly associated with 
mistrust of parents and others. Given this, it is imperative that children and adult 
children are able to voice their concerns and to gain access to support from family, 
friends and professionals, if required. However, this study identified that there were 
barriers to seeking support. Two such barriers were the conceptualisation of difference 
and the existence of strong negative social stigmas related to people with mental illness 
and their family members.  
 
5.2 Living with stigmas and secrecy 
She was the local nutcase 
All adult children participants made reference to their parent with mental illness being 
different from others. Some people noted that during early childhood, whilst they 
couldn’t clearly articulate parental difference, they were acutely aware that they, and 
their families, were different to others. Some noted their parents’ behaviours as different 
to how their parent had presented previously. Others noted parental behaviours as 
different in comparison to their expectations of behaviours from other adults which they 
knew. It is evident from the study findings, that even as young children, participants 
were making judgements about their parents, using an observational and social 
comparative model. Furthermore, participants also highlighted that as young children, 
they had an emerging knowledge of negative social stigmas of those with mental illness. 
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The notion of parental difference and heightened awareness of social stigmas were 
embedded within a culture of secrecy surrounding disclosure of parental mental illness 
and familial experiences. All of these factors contributed to a feeling of loneliness, fear 
and mistrust for children experiencing parental mental illness. Given this, it is important 
to consider the interface between parental mental illness, social stigmas, individual and 
familial experiences.  
5.2.1 Awareness of difference 
There’s this kind of idea that you’re not in a normal home 
As acknowledged previously, participants had been able to identify difference in 
parental behaviours from early childhood. Some of the participants revealed subtle 
parental behavioural changes. Peter voiced that he used to eat meals in front of the 
television with his family on a regular basis. However he began to notice that his mum 
started either missing meals or sitting alone eating elsewhere in the house. He 
highlighted that this was the first time he became aware of things changing for his mum 
and family. Others wanted to share more dramatic parental behavioural changes. Jenny, 
another participant, thought her mum was “like a vegetable. She wasn't thinking - 
nothing. She was just wanting to sleep, sleep, sleep, sleep.” Participants found changing 
parental behaviours which occurred within the home environment difficult to 
understand. Yet, it is clear, that the changing context of behaviours occurring outside of 
the home environment added another dimension of worry for children. Several 
participants found their parents’ behaviour to be unpredictable and increasingly 
embarrassing when it became evident to others outside of the family unit. Whilst 
Edward made reference to the unpredictability of daily life, he drew on his experiences 
of different parental behaviours outside the home environment, therefore becoming 
visible to others, including neighbours and school friends. He noted taunting towards 
him as a consequence of others becoming aware of his mother’s changing behaviours:  
“Well mum was not only just - she was an angry - she would stand on the 
front veranda and yell out to the street for hours every day. So when she 
would have a delusion that someone had come in the house and taken 
something or poisoned something she would get into that rant and you just 
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sort of - you didn't want to be there. She was also - besides being 
schizophrenic, she was the local nutcase. So there was a bit of taunting and 
whatnot and the persona that went along with that with the local kids and 
the school kids. Luckily - I probably got away with most of it at school. I 
was pretty well left alone at school for some reason. I'm not really sure 
why.”  
Maria also made reference to the more public display of her mother’s behaviour. Her 
narrative further reflected a degree of unpredictable behaviours, which children can 
experience when living with parental mental illness:  
“But just in terms of there were times I would come home from school and 
my mum would answer the door naked and her eyes would be so glazed over 
I don’t think - she obviously wasn’t in her own headspace. She would say 
odd things like no, you don’t live here anymore, you’re a ward of the state 
now, you go find somewhere else to live. Just really strange stuff like that. 
There were many times when I’d come home and things would be thrown 
out onto the garden and yes, so - just strange.”  
Whilst these participants emphasised the public display of dramatic unpredictable 
parental behaviours, it is worthy to review their discourse with regard to mental illness. 
Edward referred to his mother as the ‘nutcase’ and noted difference to ‘her normal 
personality’, Maria used the terminology ‘strange’. Edward was surprised at the lack of 
taunting he received at school, despite his mother’s unusual public behaviour. He 
alluded to his expectations of a greater degree or intensity of taunting directed at him by 
other children. Edward believed that there would be a personal consequence for him, if 
school children and community members were to become aware of his mother’s possible 
mental illness, therefore generating the notion of anticipated, as well as actual stigma, 
for families of people diagnosed with mental illness. Furthermore, taunting by members 
of his peer group is indicative, that school aged children had already developed an early 
awareness of difference or positioning for a person with mental illness. It clearly 
demonstrated that stigmas are not simply aimed at those with mental illness, but also 
family members of those with mental illness.  
Findings from this study have highlighted that children in early primary school were 
beginning to identify differences in behaviours by their parent and within their family. 
Adult children reflected that prior to the middle of primary school, they could identify 
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that the behaviours of their parents were different to others in some way. They recalled 
that as children they were unable to clearly articulate what those differences were. Kate 
illustrated this when recalling her memories from early childhood:  
“I think as a child it's kind of a bit misty as to what a normal home should 
be like. So I think there's this kind of idea that you're not in a normal home 
but you can't specifically put your finger on it.”  
Sarah highlighted that a childhood ignorance to parental or familial difference can exist, 
until small low key events occur, which start to change the child’s perceptions:  
“I think it is hard to define your own childhood because your own normality 
is just normal to you so you don't necessarily realise anything too much is 
wrong, or different, or unusual until key things happen and they can be little 
things.”  
Another participant, Peter, recalled actively arranging increasing time away from the 
family to visit a friend’s home from the age of six. He recalled feeling something was 
not quite right, but was unable to conceptualise this further at that stage. With this in 
mind it must be considered that young children do observe parental behaviours and 
make very early judgements about difference. Further they are susceptible to negative 
social stigmas of mental illness but may also be able to make some small behavioural 
changes in response to parental behaviours.  
A significant finding of the study demonstrated that familial or parental differences were 
very obviously noted and clearly articulated by participants during their teenage years. 
The way in which the adult children conceptualised their familial experiences started to 
change during teenager years, as their questioning capacity increased. David explained 
when he made reference to his mother’s low mood and depressive episodes:  
“These changes of mood, I think, we just got accustomed to as children. It 
was only later when I was kind of looking after her or just doing the things 
that need to be done, that I got a chance to see this from some distance and 
with some measurable objectivity.”  
However, for many of the participants, greater teenage questioning of their experiences 
married with increasing confusion and emotional distress. Some participants, like 
Edward conveyed:  
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“I think I was just fed up with living like that, just the yelling and the 
screaming. I think things got worse at that age a little bit as well. I mean I 
was a teenager. I was probably going through puberty. That's never fun. I 
don't know. I wasn't probably happy with a few things in my own life and I 
suppose the little taunts that you get now and again hurt a lot more 
emotionally. 
I think I just wanted to - by that stage I think I was - unlike when I was 
younger - I was probably a bit more realistic of what was normal and what 
wasn't and I knew that wasn't and you could only leave it so much. But I 
probably wanted to remove myself from it to handle or just get rid of that 
situation.” 
Sarah was insightful about the changes which occurred in her thinking in her late 
teenager years:  
“I still do love her on some level. It was in late adolescence I think when I 
moved out of home when I was about 18. I think perhaps when I moved out 
of home there was a little bit of distance from the whole situation that I 
perhaps looked and saw not everything was nice like I thought it was.” 
A continuation of the social comparative model was evident when Edward used his 
perceived concept of normal, to which he compared his mother and familial living 
environment. When Edward first made note of taunts from others, he recalled early 
childhood experiences. Yet, he later referred to life as a teenager. Therefore, allowing 
one to conclude that both the experiences and implications of social stigmas can be long 
standing. The narratives by Edward and Sarah are typical of participants in this study. 
Many participants noted that they reflected on their experiences of parental mental 
illness in different ways as teenagers. For many people, this was married with intense 
confusion as they tried to conceptualise their experiences of parental mental illness. The 
majority of participants noted that their teenager years were particularly emotionally 
difficult for them. Many felt that they were becoming or had become overwhelmed by 
their experiences. Several of the participants wanted information about their parent’s 
illness or presentation, but were instructed not to discuss any of their experiences with 
others outside of the home, in order to protect the family member with illness. A culture 
of secrecy regarding parental mental illness was active within the family unit and by 
extended family members.  
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5.2.2 Needing to maintain secrets 
So everyone just locked it down and no discussions 
A common theme within the study was the participants’ concerns about disclosure of 
parental illness to others. For many of the participants, the perceived consequence of 
public ridicule and further embarrassment in response to disclosure of parental mental 
illness, would present greater personal consequences to them than continuing to live 
with silence about their daily experiences of parental mental illness. Despite feeling 
confused, embarrassed and emotionally overwhelmed, participants made active 
decisions, both as children and continuing into adulthood, to limit any disclosure of 
parental mental illness. The concept of mental illness secrecy is important to consider in 
the context of the childhood isolation noted previously. The need for secrecy promoted 
the notion that there is something wrong with the parent, within their family and for the 
child, enhancing the notion of difference from others.  
David made reference to the notion of mental illness secrets within his family. He 
pondered whether a limited knowledge of parental mental illness during childhood could 
be a protective factor for children. However, he later articulated that information about 
parental mental illness is increasingly important as the person moves into the teenager 
years, alongside increased questioning of one’s environment and further development of 
the social self. David reports:  
“Well, it doesn’t work. You can’t keep the secrets. They come out. If you 
reflected on it, you know, you’d have to kind of weather the ignorance, in 
fact, protected you or what you would have done with the information 
anyway. It’s an adult looking back.  
As a child it would have helped very much. As a teenager it was critically 
important as a young adult, trying to sort out their life, again, critically 
important. The schizophrenia would explain why there was no help for my 
mum.”  
Many of the participants expressed their positioning that a lack or limited availability of 
information can strengthen the intensity of confusion and isolation for children growing 
up with a parent with mental illness. Peter reported it was not until his mother actually 
died as a consequence of suicide that family members started to talk about his mother’s 
98 
past mental health presentations. He recounted:  
“No. I can't remember ever talking about that until much later on in the 
piece, where Mum suicided, and at that point, well, I was forced to talk 
about it, I guess. But up until then, any sort of family issues or anything like 
that, definitely didn't discuss with anyone in my friendship group or 
teachers or anyone like that.” 
The strength of belief to maintain secrecy regarding familial mental illness cannot be 
over stated. Participants’ narratives reflected that even as adults they were very cautious 
to whom they disclose. Many people had not had any opportunity to tell their story 
before meeting with me within the research space. One participant placed a strong 
emphasis on maintaining familial secrecy of parental mental illness during his 
involvement with this study. Another participant, Margaret, described how the secret of 
familial mental illness was maintained within the family. She summarised:  
“She said that she had asked her family about mum and they said, that's just 
- that's how she is. She couldn't get any answers either. So everyone just 
locked it down and no discussion. So it was only - yeah, so we just really - 
and I asked dad at 21 and he wouldn't tell me, and we just had to accept 
that.” 
Participants reflected their childhood experiences of family members withholding 
information from them about their parent’s illness. For several of the participants, this 
had continued into adulthood when they had tried to make additional efforts to either 
uncover a particular diagnosis or further understand their parent’s actual illness or 
presentation.  
Identifying difference in their own family and feeling concerned at the prospect of 
disclosure of parental mental illness to others, was a major reflection within the 
narratives constructed by adult children. The risks and perceived consequences of 
disclosure of parental illness to others were positioned to be of a greater detriment to the 
child and family than living with parental symptoms of mental illness. The findings have 
been highly suggestive that negative social stigmas connected with mental illness 
reinforced both short and longer term need for secrecy limiting disclosure. The 
continuing pressure of secrecy within the family unit increased the feelings of confusion 
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for children and adult children. Fear is identified as a major finding of this study, which 
was reported to be compounded by an inability to obtain information about the parent’s 
condition. The combination of all of these factors accumulated with participants feeling 
distressed, overwhelmed and unable to seek support. Narratives by the study participants 
portrayed a sense of children feeling alone, being alone and lost.  
 
5.3 The loss of me and my parent 
I just knew her as a sick lady 
Experiences of loss were recognised as a significant finding from the study. Narratives 
demonstrated a loss of emotional connectivity with others, a loss of social integration 
and a perceived loss of opportunity during the childhood period for participants. 
However, loss of knowing oneself and the perceived loss of the parent were identified as 
the most significant manifestations of loss. Loss of knowing oneself appeared to be 
closely correlated to the process of dehumanisation of the parent with mental illness. In 
essence, limited emotional connectivity between the parent and child was highlighted. 
Children positioned their own needs as less important compared to the parent’s needs, 
making sacrifices themselves, in order to preserve or to feel closer to their parent. 
Furthermore, a loss of familial integrity and closeness with siblings was also recognised, 
alongside the concept of the changing parental and child relationships.  
5.3.1 Questioning who I am or who I have become 
Sometimes I don’t know what emotion I should be feeling  
The previous theme presented parental behaviours witnessed by participants during their 
childhood. However, many participants also made note of their observations of parental 
emotions. Some participants reported feeling that as children, they were responsible for 
their parent’s sadness or aggression. Others made alternations in their own childhood 
behaviours or emotional expressions in an attempt to make the parent better or feel 
better. Nicole described her experiences of living with her mum who demonstrated 
mood changes:  
100 
“She would be - she would go from - sometimes she would be very down 
and very dark, like kind of a black mood. I couldn’t shift that. Like, it was - 
yeah, there wasn’t anything I could do about it. Other times she would be 
quite volatile, like the walking around the house, and the swearing, and 
banging doors and things like that.”  
Nicole recalled her mother had once intended to travel overseas and leave her behind. 
Feeling like she herself, had caused her mother’s sadness, Nicole reluctantly agreed for 
her mother to travel. Despite leaving Nicole feeling lonely and sad, Nicole gave greater 
emphasis to her mother’s needs, as opposed to her own:  
“I see myself as being quite parentified in that age. She was very 
emotionally dependent on me. She wasn’t - she didn’t have any friends. She 
didn’t have good relationships with other family members. So she sort of 
relied on her and my relationship as really the only kind of positive one. She 
was quite lonely and isolated. She would talk about those feelings to me 
when I was quite young. 
I think when I was about nine she decided she’d go overseas. (Text 
removed) I accepted that because I sort of had this sense that Mum had this 
terrible life and that she needed to go and do something for herself, that she 
should - that she deserved some kind of life. I suppose, for me, it was sort of 
a feeling that having me was the cause of that. Yeah, yeah, yeah. So, you 
know, it was like a bit of a sacrifice, I suppose.” 
Many of the events which participants noted, contributed to a sense of mistrust of the 
parent with illness, by the child. In addition there was clear evidence that the child’s 
positioning of a social ‘self’, ‘me’ and ‘I’ as opposed to a social ‘us’, ‘my family’ and 
‘community’ developed. However, the notion of ‘self’, ‘me’ and ‘I’ developed with a 
disproportionate sense of responsibility for parental emotional well-being and parental 
public behaviours. Furthermore, there was evidence from the study, that the notion of 
‘self’, ‘me’ and ‘I’ were developed with a gross underestimation of the participant’s own 
value and worth to others in their family. All of their needs, including, emotional 
wellbeing, had less importance as those of other people. Their sense of them as people 
was not paralleled to how they viewed others in their family and wider community. 
Their sense of self was becoming lost.  
The sense of responsibility that adult children had for other’s emotional well-being, was 
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not uniquely centred around the parent with mental illness, but was also identified as a 
major finding for participants with siblings. Three of the participants who had older 
siblings highlighted the protection they felt from them. They noted that older siblings 
often knew more about the parental mental illness. Older siblings often attempted to 
maintain the participant’s innocence about the parental mental illness by nil disclosure to 
them. However, this approach only helped participants in the shorter term. As the 
parental symptomology increased in frequency or intensity, the children with older 
siblings noted that they found it exceedingly difficult to understand their parental and 
familial experiences.  
A common theme among participants who were the older sibling, was the overwhelming 
responsibility they felt to protect their younger siblings. They would actively withhold 
information from the younger sibling or would try to ensure that they were not 
physically present at times when parental symptoms were evident. This resulted in the 
older sibling’s continual hyper vigilance of the parent’s presentation. Several of the 
participants became distressed during the research space when discussing the 
responsibilities they felt for their siblings. The adult children felt that they had not been 
able to protect their younger siblings to what they believed was a suitable level, resulting 
in additional guilt and sadness.  
The participants noted that during their teenager years they became acutely aware of the 
difference between their family and other families. In addition, they were becoming 
increasingly intolerant of their daily experiences. The adult children noted that they had 
to make additional efforts to maintain their own emotional wellbeing. The findings 
demonstrated a significant period where participants reported feeling they had become, 
or were becoming, emotionally and psychologically overwhelmed as individuals by their 
experiences. Living with ongoing isolation within the family; active isolation from 
others; living with their day to day experiences of parental mental illness symptoms and 
continually trying to navigate the parental and child relationships was difficult to deal 
with. They felt they were becoming so overwhelmed that their own sense of self was 
diminished. The adult children themselves felt they were becoming lost and felt unsure 
of who they were. Several participants recalled questioning their own identity. Jenny 
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highlighted this:  
“It looked as if I was maintaining a double life, if that makes sense. I felt 
that at school I had to portray this really nice girl and at home I had to 
portray the adult because my mother relied on me. So I became the cleaner, 
the cook, everything. My mum just sort of switched off. She just used to go to 
work and come home. My father was working so I became the parent to my 
brother. So it was a really, really weird stage in my life. I remember when I 
was 15 I started questioning myself as to - how do I put it - I used to watch 
TV and I would try to be the strong person that was on television, if that 
makes sense. If there was an actor and I liked his qualities, I wanted to be 
like him.”  
Several participants had been drawn to characters on the television as role models for 
their development, or as Jenny alluded to, to model appropriate coping skills for them to 
mirror. Given the recognised isolation from adults both within and outside of the family 
unit and the negative social stigmas associated with parental mental illness, copying 
child modelling exhibited in the media seems to have been at least one available option 
to help guide participants’ social development.  
Several participants had developed or assumed differing public and private beings. Adult 
children perceived the need to maintain a suitable social self which could be presented to 
others, to be of greater importance than declaring their emotional needs to others. They 
noted that they felt they lived differing lives within the home and outside the home in a 
public environment. Being in a public environment created some normality for them, but 
they also had to return home with the knowledge that they would be re-entering a 
confusing and lonely world. Several adult children identified that after years of living 
with a parent with mental illness, particularly with some nature of psychosis, that they 
themselves found it difficult to ascertain fact and reality from their parents’ delusional 
content and world. A common theme among the participants confirmed that this also 
happened with their emotional being. They noted that they had differing public and 
private expressions of emotions. In keeping with the concept of emotional labour, 
participants felt differently to what they actually expressed. After some time they had 
become confused about their own emotional being. Maria summarised this:  
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“Sometimes I don’t know what emotion I should be feeling if that makes 
sense. I tend to internalise quite a lot like I said before, it takes a while to 
crack me. I guess my first reaction is always anger. I’ve actually - I think in 
the last five years I’ve really changed a lot actually. It’s not so much anger 
anymore, it’s more - what would it be? It’s probably sadness, I don’t know, 
I can’t really think. I mean it’s probably more that I don’t know what I 
should be feeling. I think I was always quick to anger but now I’m not - 
because I know that - it’s not what I am, it’s not the feeling I’m feeling but I 
just used to be angry because I didn’t know how to express other feelings.” 
Jenny elaborated that she had become adjusted to actively hiding her own emotions 
during her childhood. She herself, began to create a make believe world of her own 
emotions. Others began to actively hide their own emotions as Nicole’s comment 
featured:  
“I just kept very quiet and tried not to affect her mood...... when I talked to 
her about it later, when I was a young adult, and I said, you know, I found 
that really hard, she (Nicole’s mother) said, oh well, that was my way of 
letting it out. I thought it was better that I let it out than I did something to 
you. She couldn’t sort of see that it did do something to me anyway, yeah.”  
In Nicole’s narrative, she introduced the notion of perceived enforced emotional silence. 
She clearly articulated that the consequences of emotional expression were more 
stressful for her than saying nothing at all, so she made an active decision to limit her 
own emotional expressions. However, Nicole acknowledged that there was a personal 
consequence to perceived enforced emotional silence. Maria also alluded to the notion of 
emotional expressions being associated with further negative perceived consequences on 
the adult child:  
“I’ve never been able to open up and be - not complete like honest with her 
but I can’t - I feel like I can’t project my problems onto her so therefore I 
don’t have that - someone to help me through them at that level.” 
Interestingly, Margaret started her narrative within the research space wanting to 
highlight how her family protected and supported her mother. Margaret sought to 
positively position the familial support for her mother. Yet, the context of her narratives 
quickly changed positioning when articulating her own emotional needs and 
development. She noted: 
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“So for what reason I don't know, but I just decided at an early age that you 
couldn't look into things too deeply. You just take them on face value and 
that's how it was.” 
Many of the participants recognised their own increased questioning of their situation 
during their teenager years in the absence of additional support. This often led to the 
participants feeling confused about who they were and how they actually felt or their 
own emotional being. Several participants noted that they spent several years during 
their teenager years feeling lost, emotionally struggling and trying to find themselves. A 
major theme identified within the stories and presented in a previous theme highlighted a 
mistrust of the parent with mental illness. This too can be paralleled with the 
individuals’ self-mistrust, particularly a limited trust of self to articulate one’s own 
emotional being. With this in mind, a significant finding of the study noted an altered 
self-development or loss of self-humanisation for the adult children. The positioning of 
oneself within the realms of society; the value they placed upon themselves within a 
social context, the value they perceive others place on them as a social being and their 
perceived impact on human sharing, changed during their experiences of living with 
parental mental illness. All participants demonstrated evidence of this to differing 
degrees throughout their stories.  
5.3.2 Dehumanisation of a parent 
She wasn’t the wreck in those years that she was to become later 
In addition to the notion of loss of the sense of self for adult children, the findings were 
highly suggestive of a dehumanising process for the adult children towards the parent 
with mental illness. For the purposes of this thesis, dehumanisation refers to a feeling, 
perception or verbal conceptualisation that someone is less of a person or offers less 
worth or value to society (Haslam, 2006). All participants noted their love for their 
parent with mental illness, although that had altered to some degree over the years of 
their experiences of parental mental illness. This further suggested that there can be a 
possible impact on the parental and child relationship with the presence of parental 
mental illness. Many of the participants felt high levels of distress and sadness over what 
they perceived a reduced relationship with their parent. Yet despite this, all 
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demonstrated evidence of dehumanisation of their parent to differing levels and with 
different manifestations throughout their stories. The level of personal distress 
experienced by participants was a clear indicator or precursor of dehumanisation of the 
parent. For some participants, the resulting dehumanisation was an additional source of 
guilt for them, compounding their own sense of emotional distress and reduced social 
worth. However, guilt as a result of dehumanisation of the parent was not universal to all 
participants. For some participants, continuing anger directed at the parent with illness, 
generated further dehumanisation of the parent.  
The dehumanisation process of parents with mental illness by children had several 
different presentations. Firstly, the humanistic characteristics of the parent were 
perceived as being diminished in some way, meaning that the parent was viewed by 
participants as having less value in society; secondly, the parent was positioned 
negatively by the general discourse used by the adult children and thirdly, the individual 
parent was reduced to illness symptoms with a loss of the person. Alternatively, the 
adult children’s narratives reflected their perceptions that the parental illness or 
symptoms had become part of the character or part of the individual in some way. 
Narratives from two of the participants demonstrated how the mothering role was being 
conceptualised within the concept of illness with the loss of the person. Kate 
summarised her memory stating “I remember as a child she was actually - shame if she 
wasn't ill, I think she would have been such a wonderful mother.’’  
Whilst Kate framed her childhood experiences within a positive loving frame, it is 
positioned within a social expectation and societal role lens. There was an assumption in 
Kate’s narratives that despite her mother showing high levels of love to her as a child, 
she could have undertaken an improved role of mothering had she not experienced 
mental illness. Her relationship with her mother was framed within an illness concept. 
David also highlighted: 
“I think that’s a story of feeling let down and not cared for and like Mum 
hadn’t done her job. It’s a different feeling about her compared to Dad, you 
see. I mean, you feel a bit cheated because you’ve drawn the raw straw - 
short straw, or raw prawn. So you’re resentful. It’s a bit of a bloody lousy 
hand that we’ve been dealt.” 
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Both participants compared their mother to a social norm or societal expectation. In 
doing so, they framed their mothers in terms of what they have not achieved as mothers 
with illness as opposed to a humanistic or personhood positioning. There is evidence 
that illness was emphasised with greater dominance within their story than the 
humanistic positioning of the parent. Maria drew attention to this when stating:  
“Probably now as I’ve grown up I’ve gotten to know my mum a bit more 
like I didn’t really know my mum as a person, I just knew her as a sick lady 
sort of thing.” 
Alternatively, symptoms or manifestations of mental illness were conceptualised by 
participants as fundamental characteristics of the parent. When reflecting on their 
perceptions of their parents, it is evident that the parent as a person, was in the process of 
being lost or had become lost. This was highlighted when Sarah recalled: 
“I remember barging in front of the police, in front of Mum and Dad to stop 
the police to say just don't believe a word that she says. I was so grateful to 
the police that did listen to me and did take everything that she said in the 
appropriate context, that is that it is all made up, that not one word is true, 
that it is very attention seeking sort of behaviour.  The same issues as other 
adolescents face so wanting new clothes and wanting our clothes ironed and 
wanting the kitchen clean so we would actually do it ourselves or we would 
I don't know, if for example if it was a birthday party being organised which 
very, very rarely happened. If Mum had overdosed instead of cancelling it 
at that time, we'd get money out of her purse and go down to the little shop 
and buy some soft drink and buy some chips and just shove her in the 
bedroom and have the party anyway.” 
Within her narrative, Sarah conveyed that even when her mother was engaging in 
possible life threatening behaviours, her life continued as normal and highlighted that 
this continued into her adulthood. She described an incident when she had had a holiday 
booked and her mother had made a further suicide attempt. Sarah revealed that despite 
the possible pending death of her mother she decided against rescheduling her holiday 
and instead made preparations to delay a likely funeral until after her return.  
Peter, another participant encapsulated the notion of dehumanisation when he 
highlighted:  
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“Severe depression is what I would term it. That happy person, that very 
beautiful person that I have in my memory as my mum as a child was no 
longer there. It was like the shop was open but no one was behind the 
counter.” 
There are many other examples when adult children made reference to their parents or 
parental behaviours in a socially constructed frame. Margaret noted her mum as a 
“zombie”, whilst Maria stated her mother’s comments were getting “wackier and 
wackier” and David referred to his mother “She wasn’t the wreck in those years that she 
was to become later.”  
It is clear from the findings of this study, that an individual’s personhood is greater than 
merely the physical existence of a being, incorporating a socially constructed sense of 
what it is to be a person. A major finding highlighted that alongside the experiences of 
distress and isolation for children living with parental mental illness, there was a process 
of losing oneself and a parallel process of dehumanisation of the parent with mental 
illness, from the positioning of the child or adult child.  
5.4 Summation 
The main study findings presented in this chapter have reflected that the participants 
were both fearful and emotionally isolated as children within their family unit. In 
addition, the findings demonstrated that their immediate family units became isolated 
from extended family members and the wider community, due to relationship tensions 
and familial worries regarding societal stigmas of mental illness. A culture of fear and 
secrecy surrounding disclosure and help seeking outside of the family was prominent. 
This further increased the loneliness and distress experienced by the study participants.  
The fear of disclosure and secrecy of familial mental illness, made it increasingly 
difficult for children and families to obtain accurate information about the parental 
illness, treatments and stress reducing strategies. The study findings have clearly 
highlighted that these adult children attempted to attend to their parents’ emotional 
wellbeing prior to their own. The adult children have positioned their own emotional 
health and needs at reduced importance to their parents. The findings offered evidence 
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that the development of trust for the parent is adversely altered by the adult child’s 
experiences of parental illness. This is either as a consequence of the parent being 
unavailable due to mental illness symptomology or parental behaviours associated with 
possible delusional content. In addition, the study has shown that the social positioning 
of oneself by children and adult children was adversely altered. The adult children 
participants felt distressed, isolated, rejected, mistrustful and unsupported by parents and 
others.  
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CHAPTER 6: MY CHANGING STORY 
6.1 Finding oneself - a journey of recovery 
It helped me to see myself as a valuable, loving and loved person 
Adult children who had experienced childhood parental mental illness felt a changing 
sense of self. Feeling overwhelmed and emotionally exhausted, many had been acutely 
aware of their need to understand themselves as individuals better and to have a deeper 
conceptualisation of their experiences and parental relationships. Many articulated a 
process of seeking recovery or need for self-wholeness. For some, they had started the 
process by actively connecting or belonging to others. Their parenting role was seen by 
many participants as a critical component to further their own journey of recovery. 
Many individuals placed a great importance on a positive relationship with their own 
children. Despite some parenting worries, many narratives reflected an absolute 
determination to remodel a more positive concept of familial relationships.  
6.1.1 Finding self through meaningful relationships 
I like him tucking me in 
As participants entered adulthood, they felt a need to reinvent themselves, to find 
themselves or to start life again when in their early 20s. For some, this process began 
after experiencing several years of distress and feeling personally overwhelmed with 
living with parental mental illness. A finding from this study which was acknowledged 
in the previous chapter, is that the participants’ teenage years were associated with 
increased questioning about the personal experiences of living with a parent with mental 
illness. Furthermore, there was evidence that the early 20s was a time for self-
reflections, with participants taking practical methods to strive for recovery of the self 
for the study participants. The process of self-recovery commenced with a clear 
110 
acknowledgement by the adult child of the impact of parental mental illness on them as a 
person. There was recognition of the distress they had felt and continued to feel. This 
was accompanied by an active position that the adult children could not tolerate their 
situation any further. They recognised that they must take an active role to change their 
situation to find themselves or to gain recovery for themselves. Sarah demonstrated her 
acknowledgement that the situation had become intolerable for her when she noted “that 
I think was at a point of no stop this, no more, too far.” Sarah’s positioning was found to 
be similar to that in Edward’s story when he recognised that living with the experience 
of parental mental illness. 
“probably broke me as well. The other way I can put it is it's made me who I 
am today. So right, wrong or anything else I am who I am today, scars and 
all.” 
Measures included seeking greater information about the parental mental illness and 
particular diagnosis. Participants were clear that additional information about their 
parental illness helped them to better conceptualise their own childhood experiences. 
Differing avenues were utilised to access additional illness related information, ranging 
from self-help or popular health literature to meeting with mental health professionals. 
However, noticeably, a minority of the participants had enrolled in tertiary education 
programmes related to mental health, noting that they had a quest to seek greater 
understanding of their own past experiences. They found the content of the programmes 
too difficult on a personal emotional basis and had not felt emotionally able to absorb 
the depth of information, as Jenny raised: 
“I did get into uni but I left it. The reason I left it was - I was studying........I 
couldn't handle it. I wanted to cry. Back then I was 18 or 19 so it was - 
mentally I wasn't ready. I couldn't handle it. I left uni - I mean I could have 
done something else, I could have done other things, but I just couldn’t 
cope. It felt like it was like a mirror image of what I was living with at home. 
At home I was pretending that it wasn't there and then I went to uni and I 
had to see it. So it was like - for me it was a big deal. Now that I'm older I'm 
wondering, would I be able to go back and do it again? I don't know, 
honestly I don't know.” 
Whilst adult children actively sought greater information about their childhood 
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experiences during their 20s, appropriate depth of information and delivery mode was 
paramount to the recovery process for adult children. Another active measure which 
participants used to limit loss of self or to attempt some nature of recovery for 
themselves, was to review their contact with the parent with mental illness. Several 
participants made active decisions to limit both physical and/or phone contact with their 
parent. For a minority of the adult children, this meant feeling unable to have any further 
lifelong contact with their parent. The participants who had ceased contact with their 
parent with mental illness, had also ceased all contact with their siblings, stating that any 
contact with family members brought back unhelpful memories and regenerated distress 
for them. As Sue explained: 
 “I guess when I talk to my sister it's just like this big heavy anchor that gets 
tied around my neck and I just go down. So I choose not to talk to her very 
much. Once I left home. I guess once that break was made, I don't know. I 
just didn't want anything to do with my family. I just didn't want to contact 
them. I wanted to live my life. I wanted to get better because I knew that I 
was not in a good place......... being 10,000 miles away really helps I have to 
say. It's just helped me see myself as a valuable, loving, loved person.” 
Many of the participants sought to find themselves or further enhance the recovery 
process via formal social group structures, for example; youth or religious based groups. 
Alternatively, participants actively sought belonging to others using less formal avenues 
such as linking in with the families of close friends. Actively seeking belonging to others 
in their 20s was a common theme in the narratives of participants. However for some, 
this proved difficult for them to navigate. One participant noted that she engaged in risk 
taking behaviours in relation to sex and drugs in an attempt to gain connections with 
significant others. Another participant highlighted that she married, at what she now 
conceptualised, as a young age, in an attempt to belong and attach to another. Several 
people noted that they had become ‘people pleasers’, demonstrating the view that they 
believed other people would want to attach to them, but with some nature of conditions. 
Nicole’s story clearly demonstrated this when she remarked that she was a people 
pleaser in her 20s and she had:  
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“Worked really hard to become more integrated, I would sort of act one 
way but think something else. So I tried to sort of moderate that a bit. I 
suppose. To be myself to express what I need.”  
In addition, adult children conceptualised their need for belonging within a negative 
positioning, seeing themselves as needy, something wrong with them as individuals or 
that they were different to others in some way. Adult children who had experienced 
childhood parental mental illness sought to limit loss of themselves and to enhance 
recovery on a platform of social system or network conflict. For some relationships 
within their social network, the adult child rebelled against belonging and attachment, 
whilst alternatively actively seeking or desiring belonging to others. However, there 
have been countless accounts in the participant’s stories, which demonstrated that 
belonging is complex and anxiety provoking. In essence, the adult children experienced 
polarising emotional and social connectedness phenomena. Peter’s story demonstrated 
his desire for belonging to others, but in addition, highlighted his continuing worry and 
featured his silence about this to others:  
“Those two things probably play on my mind, and if I'm completely honest, 
there's a third thing that I think about a great deal, and I've never shared 
with anyone, which is probably quite pertinent to the study. It's quite a 
difficult thing to admit to, I guess, but part of having experienced my mum's 
suicide was that - I want to say the word euphoric, but it's not euphoria, it's 
that feeling of warmth and support that followed immediately afterwards. 
I can only liken it to my wedding day, which is really, really bizarre, but 
what I'm talking about is that showing of support from all your friends when 
all the friends showed up at the funeral and everyone wanted to talk to me 
and know about how I was doing. The reason I liken that to my wedding day 
is, I guess, someone described my wedding day as you're going to feel like 
you're a rock star, because everyone wants to talk to you. 
It was only after the wedding day that I recognised that at the funeral of my 
mother there was that same feeling, even though there was this immense 
sadness and terribleness around the event, that feeling of being the centre of 
attention, that feeling of everyone wanting to talk to you, be with you, know 
about how you're feeling - I worry that that was, or is in some way, quite an 
addictive type of feeling. 
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Quite often I will think about tragedies befalling me or my family - not 
wishing them on us in any way, and as soon as I find my thoughts going in 
my direction I stop that and think of something else - but it does happen 
quite often, that I think about all sorts of manner of tragedies happening 
and what that would be like afterwards. 
So that's sort of something that I've carried around for maybe 15 years now, 
and is something that I worry about. Do you attract negative energy or do 
you attract bad things into your life because you want that attention, you're 
craving that attention that you got, because of what you learnt of that 
experience? It's the first time I've ever verbalised it, I guess, but it's 
something that I do consistently worry about.” 
Furthermore, both Kate’s and Elizabeth’s stories reflected positioning of the self as 
being needy in a negative sense. As Kate emphasised, she would have liked to have 
greater belonging and connections with her sibling. Kate reflected that: 
 “I did see my mum that day, but I was mostly upset that my brother couldn't 
be with me that day. Because it really hurt me that he chose to be with the 
druggie crowd and not with me. I suppose maybe I was being needy, I don't 
know. But yeah, so that was quite a big [split] with us.” 
Additionally Elizabeth commented that:  
“I've got to the point where it's now go to bed, and then I would go to bed, 
but then it got to the point where I can't stay awake any longer, please go to 
bed. So now he (son) tucks me in, and he says to me sometimes, you're so 
needy, Mum. I quite like it, I like him tucking me in, it's a bit of a ritual, but 
then I'm thinking, is that sick? 
The complex cognitive processes for adult children to belong to another were, on 
occasions, accompanied by thoughts of the self being different and feeling separate from 
others. Furthermore, some adult children noted found social interactions difficult. There 
was evidence within the study findings suggestive that the adult children’s attempts to 
limit loss of the self and strive for recovery required continuous efforts by the adult 
children themselves.  
The findings of this study have suggested that both loss and recovery processes of the 
self are dynamic and changeable. However, there is a paucity of evidence throughout 
participant’s narratives to suggest that once the dehumanisation of the parent 
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commences, the perception for the adult children can indeed be altered in any positive 
way. In the main, once evidence of dehumanisation of the parent was identified, it 
remained for the longer term and became a continuing theme in the participant’s stories. 
Therefore it seems that adult children participant’s in this study must feel humanised 
themselves in order to humanise others.  
This chapter has emphasised that children start to compare parental behaviours with 
other adults they know in their early school-age years. Prior to this, as children, 
participants were able to sense difference in parental behaviours or familial living but 
unable to articulate their observations. There was clear evidence to summarise that 
children living with parental mental illness reported feeling lost, alongside a reducing 
sense of self during their teenager years with increasing emotionally difficulties. 
Children and teenagers living with parental mental illness perceived an enforced 
emotional silence regarding parental mental illness, which compounded their 
experiences of isolation enhancing dehumanisation of the self and parent with illness 
processes. Loss and recovery of the self are dynamic phenomenon. The process of 
recovery of the self for the children of parents with mental illness commenced when 
there is a self-acknowledgement of personal distress. Recovery of the self can be 
fostered by practical measures such as using self-help or popular health materials, 
meeting with mental health professions to gather information and seeking belonging to 
others. There was a long standing polarised social connectedness phenomenon for 
participants. They actively avoided or terminated contact and emotional bonds with 
some people in their network, while actively seeking belonging and emotional 
connectedness to others. The re-humanisation process for the parent, in the perception of 
the adult child, was limited. There was some evidence throughout participants’ 
transcripts that suggested that once dehumanisation of the parent occurs, the perceptions 
of the adult child were difficult to change in a positive sense.  
6.1.2 Becoming a parent 
I was a mother and had a baby. There was something which connected me to other people 
All of the adult children participants clearly desired a positive emotional bond with their 
115 
children, as Peter suggested: 
“I think a lot of what I define as a great dad is being able to spend time with 
him and whatever it is he wants to do, partake of that with him, I guess.” 
In addition, all participants highlighted their wishes that their children felt loved by them 
as parents and had a sense of belonging to those around them. Annette’s story offered 
her construct about a parent’s love for their children:  
“Loved them desperately and always - that love has been very close....... 
Security, care, all that. All the needs in life provided. Health - love first, 
security, care, all the general needs that a child has or the needs of the 
child. Love is paramount and understanding and facilitating as I said. 
Facilitating for them to be able to their best and be happy. Not necessarily 
to succeed with a PhD but to do what they can do that they feel happy about 
doing, have a good self-image and confidence that they can get on in the 
world and cope.”  
Adult children universally positioned a positive sense of self for their children as critical. 
Positive communications between the adult children and their own children were seen as 
an important vehicle for the parent to promote a positive sense of self within their 
children. Furthermore, participants wanted to convey that their children’s capacity to 
express their emotions and the availability of someone to listen to them was important 
for the child development. Maria noted her desire to provide love for her child in 
addition to her positive hopes of his own life long emotional expression: 
“I think really I just want him to feel comfortable with his emotions and to 
be able to express them to both his dad and to me. I sort of give him so much 
love and cuddles and I can’t get enough cuddles.” 
Adult children reflected an initial positive positioning about their parenting roles. For 
some, their parenting roles were conceptualised as a vehicle by which they could 
achieve a greater sense of belonging to others. As previously acknowledged within this 
work, several of the participants noted that they were actively seeking belonging to 
others. This was recognised as one approach adult children could attempt to re-humanise 
themselves. Several of the participants wanted to note that having a child increased their 
ease with social interactions and ultimately, their sense of belonging. Sue described how 
becoming a parent facilitated a greater sense of personal connectedness to others:  
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“I'm glad it happened because I feel like coming to this country I've been 
able to reinvent myself. Sort of try to lay to rest all that negativity because 
my mother was an extremely negative person. She never said I love you, she 
never said I'm sorry. I just wanted to in this country - because I was a 
mother and I had a baby. Whereas it was hard for me to make friends alone, 
there was something that connected me to other people and so that was a 
great way for me to become part of this society.” 
Other narratives highlighted that adult children established a greater sense of self-worth 
from their parenting roles. Positive comments offered by their children about the adult 
children, noting their children’s achievements or highlighting the positive attributes of 
their child/children all contributed to their increasing self-worth. As Sue made reference 
to:  
“Okay, from my perspective, I'm a good parent. I don't try to be a perfect 
parent but that's a bit of a joke because I just think it's something I've done 
well. My parenting, I'm very open with my daughter, I'm overly loving to my 
daughter. I treat my daughter with respect and all these things I show to 
her, I get back from her as well. So we've got a really nice balanced, 
respectful relationship.” 
Elizabeth highlighted that whilst she perceived herself to be “boring. I'm boring, I'm 
daggy,” comments from her son regarding her parenting provided some positive support 
for Elizabeth as she demonstrated:  
“Mind you, my son always says that I'm the best parent ever, the best 
mother ever. I suppose when he sees his friends' mothers - because I 
suppose I'm upbeat with the kids, but sometimes I think maybe that's just an 
act. I don't know. Sometimes I feel a bit more miserable, and it's like oh, 
don't cotton on, you're miserable, that sort of thing, maybe.” 
Elizabeth’s narrative highlighted a common discourse that was utilised by adult children 
of parents with mental illness surrounding their parenting role. Many participants made 
reference to their parenting in terms of their individual capacity within their parenting 
role. Discourse of positive judgements such as “good”, “success”, “best” and “good” 
were common place within the narratives. However, there was also a body of conflicting 
discourse of adult children’s own judgements regarding their parenting, as Kate 
remarked: 
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“Then when I feel like I've done - when I'm just - I don't say I'm not doing a 
good job because I feel like I'm doing good. You see I always assess myself 
by am I doing a good job or not. But I feel like I'm doing a fairly good job of 
parenting. So I don't think I'm doing a shocking job. But when I do feel like 
I've done badly, I will just pray and say to the Lord, just give me wisdom 
please. You know, help me say the right words. If all else fails, just love my 
children and protect them.” 
Kate drew attention to an ongoing self-assessment of her parenting which, at times, led 
her to view herself as doing an aspect of the role “badly”. Similarly Sarah made note of 
her self-assessment of parenting, when she highlighted that: 
“I just get really upset and yell at him saying you should be angry at me for 
being a bad Mum; he just laughs at me and tells me to get over it and it is 
all okay - it doesn't matter.” 
There was evidence within the findings of the study which strongly suggested that the 
adult children’s positioning of parenting was framed within a socially constructed notion 
of parenting at polarised positions of ‘good’ and ‘bad’. Their concepts of parenting were 
accompanied by personal worry for them. In addition, whilst reviewing the parenting 
self-assessment within the narratives, there was clear evidence that there are common 
themes to their worry.  
6.1.3 Living with parenting worries while wanting to remodel my own 
family 
I’m kind of hopeful he’ll like fishing as well 
Several of the female participants had an increasing anxiety during pregnancy and 
during their children’s early childhood years. For some participants, the anxiety was 
clearly linked to providing actual practical care of a new born baby, as Nicole 
mentioned:  
“I was anxious about the birth. I was anxious about taking care of a 
newborn. That went on for a long time. Yeah, I would say several years 
because each new stage was challenging that my daughter, you know, went 
to.” 
  
118 
However, Nicole also recalled she felt increasing concerns in caring for her child’s 
emotional needs:  
“I had this idea that with children you just - all you had to do was be nice to 
them, and meet their needs and they’d be happy children. It just wasn’t like 
that at all. I couldn’t quite figure it out, you know, what was - why my 
daughter would be kind of moody or things like that. So toddler tantrums 
and things I found very difficult. I always wanted to please and to meet her 
needs and things. It was like the more I did that the worse she became. So, 
yeah, I had no idea about tantrums and things like that.”  
Jenny referred to the early bonding period with her baby stating that she found it 
emotionally challenging, feeling that others expected her to bond with ease with her 
baby. However, she found the bonding process quite difficult. Experiencing confusion 
and difficulties with the child’s emotional being was highlighted throughout many of the 
narratives of adult children. Participants, both male and female, demonstrated 
ruminating parenting related worries and concerns on a longer term basis. Kate 
emphasised her experiences of parenting and her difficulties adapting to the differing 
needs of the children. Kate continued to feel unsure of her parenting role, despite the 
older child now being school age:  
“I kind of feel like I'm floundering at the moment. So I have to kind of 
parent them quite differently. I'm realising that as I go along, because they 
are such different children. What I do for one doesn't work with the other. 
So I'm still very much finding my feet.”  
There is concise evidence within the findings of the study that some adult children had 
long standing emotional polarisation within their parenting roles. All the adult children 
had a desire to have close relationships with their children. However the polarised 
cognitions regarding capacity of parenting generated individual worries. Parenting for 
adult children became a continuation of the polarised social connectedness phenomenon. 
They navigated their emotional relationship with their children, with underlying negative 
judgements of their own parenting. A further explanation to the parenting worries for 
adult children featured by many adult children participants was a lack of an internal 
parenting framework. The participants articulated they lacked an established internal 
parenting framework, as Nicole acknowledged: 
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“I do strongly identify with not having any internal model of how to parent. 
So everything has to be kind of consciously put in place. It was quite 
different for my husband, you know. He just parents without thinking about 
it. It’s not a big drama for him. He doesn’t always do it the way I’d like, you 
know, in a way that I agree with, but he does it quite consistently. The things 
that, you know - yeah, he just does it. It’s just there for him kind of thing.”  
Reference to an absence of internal parenting and feeling unsure within their parenting 
roles were common themes within the study. Participants utilised several differing 
methods to achieve individual parenting frameworks. The use of parenting books and 
literature was helpful for some people. Jenny made an active decision to parent 
according to books rather than any pre-existing model of parenting she had developed 
herself from her own being parented experiences. Other people considered the reactions 
from their children and parented accordingly, as Margaret drew attention to:  
“So I'm lucky that my girls give me feedback. But a lot of it's seat of the 
pants sort of stuff. You just - you don't know. I don't know whether - because 
of how mum was I know even less, but you just sort of hang in there.” 
Others relied on their partners to guide the parenting processes. Edward’s narrative 
strongly featured this approach, when he remarked:   
“I sort of have to think about it or my wife has got to belt me on the back of 
the head, to sort of put me on the right path now and again. I suppose that's 
probably what saves me is my wife is the mother now. I'm not helping her be 
the mother. But I'm not a single parent and I think that's what probably 
makes life a lot easier, that it's us bringing up the kids, just not me, because 
if it was probably up to me alone they would be in trouble. But because 
there are both of us there in a loving relationship supporting the kids, it 
probably does make it a lot easier because - I make mistakes.” 
However, some participants parented in direct opposition to the methods of their own 
parents. Both Maureen and Peter demonstrated this approach of oppositional parenting. 
Maureen highlighted “actually I would say that my parenting role, I did everything in 
my power not to be like my mother.” 
Whilst Peter’s story featured a greater level of expressed emotion, the notion of 
oppositional parenting was clearly identified: 
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“So again, when I come back to how do I want to define myself as a father, 
it's like the exact opposite of what he was, because I don't want my son ever 
to look at me and feel ashamed of me or embarrassed of me.” 
Whilst some of the adult children stated that they had no internal parenting framework, it 
seems that they did have some conceptualisations of parenting. However, they 
acknowledged the construct of parenting they had experienced as children evoked 
negative emotional responses. Some of the adult children had conceptualisations of what 
they felt parenting should be and should look like. They had constructed an image of 
what ‘ideal’ parenting should be using their observation of the parenting styles of 
extended family members, friends’ parents, and from television shows. Therefore 
participants parented from a theoretical position which generated parenting anxieties as 
they had to make daily conscious decisions of how to parent.  
6.2 Summation 
Findings from this study have highlighted that living with childhood parental mental 
illness was isolating and distressing. For many, it was a precursor to a process of 
dehumanisation of the self and parent with mental illness. Therefore, if an adult child 
utilised their own being parented experiences as a reference point for their own 
parenting, it is reasonable to suggest that this process of reflection may be emotionally 
charged for the adult child. Nevertheless, this study highlights that participants utilised 
an alternative lens to parent as opposed to the one modelled by their own parents. This 
may be a source of ruminating parenting anxieties. Therefore, the parenting process may 
enhance the loss of the self and for some, there is a continuation of the emotional and 
social connectedness phenomena.  
This chapter demonstrated that a major feature for adult children who have experienced 
childhood parental mental illness was a loss of the self. Dehumanisation of the parent 
with mental illness, from the perception of the adult children, was an additional finding. 
The adult children actively sought to find themselves or to start a recovery process of the 
self, by learning more about the parents’ illness, removing oneself from regular contact 
with the parent and siblings while actively seeking belonging to other people. A 
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polarisation of social connectedness phenomenon was noted for the adult child, which 
can limit recovery. Adult children positioned their parenting journeys as a method of 
additional belonging to others and re-humanisation of themselves. However, many of the 
participants noted ongoing parenting worries as a consequence of a lack of an internal 
parenting framework. Adult children utilised a self-imposed different parenting lens with 
which they operate on a daily basis, generating additional worry for the adult children 
within their parenting role. The polarisation of social connectedness phenomenon was 
identified, as adult children actively sought belonging to their children, whilst 
experiencing relationship worries. The findings concluded that, for some adult children, 
parenting can be an important contributor to the recovery process. However for others, 
parenting can maintain the feeling of loss. 
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CHAPTER 7: THE COMMUNITY STORY 
The contextual story for adult children who have experienced childhood parental mental 
illness was presented earlier in this thesis. Given this, it is timely to present the 
theoretical conceptualisations of their story in the following chapter. Thereafter three 
main sub sections will allow due consideration of the participants’ experiences. The first 
section will explore social stigmas and secrets, demonstrating how one’s experience of 
stigma may result in mistrust of self and others. During the study, all participants made 
reference to a longstanding change of emotional connectivity within the parental and 
child/adult child relationship. The experience of relational trust and mistrust was noted. 
In order to further understand this within the familial context, trust and mistrust is a 
significant theme of the fore-coming chapter. Loss of the sense of self, dehumanisation 
and a recovery journey have also been articulated further to understand change processes 
for the individual and within intra-familial relationships.  
Findings of this study have demonstrated that experiences of stigmas, rejection and 
degradation are not unique to the person with mental illness, but are also common 
experiences for their children and adult children. The narratives constructed by adult 
children in this study reflected long standing anticipated, perceived and actual stigma. 
Adult children acknowledged that the existence of negative stigmas by community 
members, contributed to them feeling alone and isolated. They felt scared when living 
with parental mental illness symptomology, for example, possible delusional beliefs that 
others may harm them and their families. Many have navigated their world using a mask 
to hide their emotional distress from others. They have felt unable to reach out to others, 
to activate support structures, while not being afforded an appropriate discourse to use. 
Participants’ narratives reflected that disclosure of parental mental illness carried 
perceived negative consequences for the child. Adult children did not feel able to gain a 
positive response from others, so they were left saying nothing at all. Consequently, they 
remained largely unseen and unheard by extended family, communities, teachers and 
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health professionals. These findings have advanced earlier research by Somers (2007) 
and Mordoch and Hall (2008) who articulated that children of parents with mental 
illness had difficulties accessing information. Adult children in this current study noted 
limited availability of psycho-education regrading parental mental illness. However, 
they also noted that an ongoing culture of familial secrecy further compounded their 
sense of childhood isolation and fear. The experience of participants highlighted that 
information about their parental mental illness was often purposefully withheld from 
them both within the family unit and by external family members. 
Teenage years were highlighted as emotionally difficult for people in this study who had 
lived with parental mental illness. Participants noted an increasing need for further 
information about their experiences. However, in the absence of any suitable 
information, the presence of a culture of secrecy and their continuing daily difficult 
experiences of living with parental mental illness, they felt they had, or were becoming, 
overwhelmed. They felt they were losing a sense of who they actually were as individual 
people. This work has built on previous research offered by Oskouie et al. (2011) who 
highlighted changes in self-concept and self-esteem for adult children. However, this 
study with adult children demonstrated a loss of self and sense of humanity. Narratives 
of participants in this study reflected a similar process for the child’s and adult child’s 
perceptions of their parent. They were losing sight of their parent, in terms of parental 
dehumanisation. It seems that loss of self and parent during the teenage years was a 
passive and largely, unconscious process for the participants.  
In their late teenager years or early 20s, at the point of feeling unable to tolerate their 
continuing situation, participants made active attempts to seek further understanding of 
their parents’ experiences. In addition, they actively sought belonging to others. 
However, attempting to build trusting relationships with others, established a polarising 
emotional status on a platform of a polarised social network. Some participants noted 
that they continued to feel mistrust for their parent, with ongoing dehumanising 
perceptions of them, while trying to establish trusting relationships and belonging to 
others. Additionally, some participants actively sought social contact with friends or 
other community members, and rejected any further contact with their parent and 
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siblings in an attempt to control their own emotional wellbeing and sense of self. With 
these findings in mind, this study is supportive of work by Van Loon, Van De Ven, 
Doesum, Hosman and Witteman (2015) who found that adolescent self-disclosure of 
parental mental illness was a protective factor against internalised emotional concerns. 
In contrast, their work concluded greater internalised problems for adolescents who did 
not self-disclose parental mental illness.  
The narratives reflected that the process of making active efforts to find oneself 
commenced when the participants were aged late teenager or in their early 20’s. The 
notion of positive change for adult children was also a significant finding in the work of 
Foster (2006) when she referred to participants highlighting a period of seeking balance. 
In this current study, all adult participants positioned their own parenting role as a 
further opportunity to progress their individual journey of recovery or finding oneself. 
Many of the participant’s narratives in this study reflected a strong desire to obtain a 
sense of belonging and closeness with their own children. They felt that using their own 
parenting experiences was unsuitable for the relationships they wanted with their own 
children. In essence, adult children designed their own parenting approach which was 
often in direct opposition to the one they had experienced via their own parents. These 
findings have been further conceptualised, and presented in a discussion structured 
around the headings: stigma and secrets; a continuum of trust and mistrust; and parental 
dehumanisation. 
7.1 Stigmas and Secrets 
Conceptualisations of rejection for people with mental illness are now new. Goffman 
(1961) made reference to physical rejection when people with mental illness were 
admitted into asylums, alluding to the notion of stigma. There has been a long standing 
recognition within the literature that self-stigma is closely correlated to wider public or 
societal stigmas (Corrigan and O’Shaughnessy, 2007; Farina et al., 1967). Parental self-
stigma may explain why adult children in this study noted that their parents isolated 
themselves from their children and other family members. One participant recalled his 
mother isolating herself at meal times. Another participant noted her mother spending 
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long periods in her bedroom area away from the family unit. While symptoms of mental 
illness may generate parental self-isolation, they may also self-isolate due to their actual 
experiences of, or perceptions of, social rejection from others, and negative views of 
self-worth and value within society. Alternatively, parents of adult children in this study 
may have actively isolated as they believed their children had developed similar values 
about them or about mental illness, in the same way they perceived community members 
had. Marsh and Johnson (1997) noted that families of people with mental illness may 
view themselves as either active agents within the care of their family member or as a 
helpless victim of the situation, powerless to make positive change for themselves and 
their family member with illness. This can be paralleled for the person with mental 
illness living with social distancing, rejection and self-stigmas. They may feel powerless 
to make positive change for themselves and their children. Therefore, in essence, parents 
isolate as a self-protective mechanism, feeling they are left with no hope of other 
avenues of change in light of their experiences of stigma.  
The effects of societal and self-stigmas are not unique to the individual with mental 
illness but are also experienced by family members of a person with mental illness 
(Zisman–Ilani et al, 2013). The findings of this study were highly suggestive that the 
social stigmas and negative discourse associated with mental illness, contributed to 
personal worry for adult children and exacerbated familial distress. This reinforced the 
notion that they and their families were distinctly different to others around them. 
Participants were clear that it limited their help seeking behaviours. A common theme 
within this study was the participants’ concerns about disclosure of parental illness to 
others, as a consequence of their worries about social stigmas.  
The risk of disclosure to others along with the perceived consequence of anticipated 
public ridicule and embarrassment was viewed as being as much of a risk as living with 
their own unmet daily emotional and practical needs. This study is supportive of 
Muhlbauer’s (2002) earlier work, in which participants noted an increasing awareness 
and negative impact of the social stigmas during the crisis periods of mental illness for 
their family member. This is not surprising given Link, Cullen, Struening, Shrout and 
Dohrenwend (1989) found childhood beliefs of mental illness are activated when an 
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individual seeks or receives treatments for mental illness. It is therefore reasonable to 
postulate that possible negative beliefs may be activated or reactivated when a family 
member presents or re-presents for treatment. However, this is an area of concern in 
light of the discussion regarding social and self-stigmas for a parent with mental illness 
and a child or children. In essence, at the time of greatest need for support alongside 
higher levels of personal distress, both the parent with illness and their children, will 
experience the greatest social rejection by others and personal rejection of self. At a time 
when both the parent and child require their strongest of coping skills, periods of their 
lowest self-worth are identified.  
Negative beliefs surrounding mental illness was evidenced within the adult children’s 
narratives. It is timely to review the language of adult children participants when they 
made reference to their parents with mental illness and their parent’s behaviour. 
Discourse such as strange, nutcase, zombie, wackier and wreck were utilised in the 
narratives of adult children in this study. One participant made reference to the actual 
behaviours by her mother, which is then followed up by a value based word of ‘strange’ 
in which the individual themselves positioned the behaviour. In the discourse 
highlighted above, participants used terms which reflected their own individual values or 
beliefs that they themselves, placed on behaviours or their parental presentation. There is 
not a guide which details the actual behaviours of someone who is a zombie, nutcase, 
wreck or wackier. Yet, there is an expectation, that I as the researcher and receiver of the 
terms, will have a shared meaning of how they are being used. This offers reinforcement 
to the positioning that it is not the actual label or the actual process of labelling a person 
or group which is problematic, but also the values, judgments and interpretation of the 
label which are critical.  
Given a review of the discourse utilised by participants, I propose that rejection of a 
person with mental illness may not necessarily be limited to external community 
members, but may occur within the home and family context also. In light of this, I 
propose the concept of intra-familial stigma mapping. Adult children’s narratives in this 
study reflected their discourse describing their parents as “zombie” and “the wreck 
…..that she was to become later.” If negative stigma cognitions, attitudes and 
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behaviours are conceived during childhood (Link et al., 1989), then it is reasonable to 
consider that a child (unless very young in age) may exercise stigmatic positioning 
towards their parent when the parent is diagnosed, treated or hospitalised for mental 
illness. Fear during a period of mental health crisis is common (Muhlbauer, 2002), 
regardless of the familial relationship. This, alongside the notion of the negative impact 
of societal and self-stigmas for both the parent and child, must be considered within the 
realms of the parental and child relationship. Parental experiences of social stigmas; 
parental self-stigma; familial social stigma experiences for the child; child self-stigmas 
and child to parent social stigmas are factors which can influence the parental and child 
relationship. With this in mind, the complex role of mental illness stigmas within 
dynamic parental and child relationships must be recognised.  
The notion of intra-familial stigma is not unique to the parent and child relationship, but 
may also be relevant for consideration within intimate relationships between the person 
with mental illness and their partner, or as sibling to sibling stigma (each as family 
members of someone with mental illness). A model of Intra-familial Stigma Mapping 
(Figure 3) offered by this study has further developed work regarding types of stigma in 
relation to mental illness as detailed by Sane (2013) and stigmas within parental and 
child relationships as offered by Lacey et al. (2014).  
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Figure 3: Intra-familial Stigma Mapping 
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The familial experiences of stigma may be a precursor to the creation of secrets. The 
notion of keeping secrets within the family regarding parental mental illness was 
recognised by adult children. The findings of this study highlighted that information 
about their parent’s mental illness and diagnosis had been purposefully withheld from 
them as children. In the past work of Somers (2007) it was noted that in the absence of 
information, the children generated their own story of parental death. The findings of 
this particular thesis are supportive of Somers’ work, noting that adult children reflected 
that they also felt concerned about parental safety and possible death, even in the 
absence of self-harm or suicidal behaviours. This highlighted that limiting information 
and keeping secrets in relation to parental mental illness is not helpful, and can clearly 
generate greater and more dramatic distress for children.  
Adult children participants in this particular study reported that they made active 
attempts to keep evidence of their parent’s mental illness or related behaviours secret 
from others. The findings are supportive of Rober, Walravens and Versteynen (2012) 
who expressed that the need to maintain secrets whilst attempting to seek help via 
disclosure for one’s own needs, leads to tensions within relationships. In addition Rober 
et al. (2012) highlighted that there may be differing levels of secret disclosure within the 
family unit. Some members may know more of the secret details than others, leading to 
a familial culture of mistrust, suspicious and insecurity of self. The findings of this 
current study with adult children reinforced the notion of differing familial secret 
disclosure between siblings in relation to parental mental illness. Adult children 
participants who were older siblings noted they purposefully withheld information about 
parental mental illness from younger brothers and sisters in an attempt to protect them. 
Further, mistrust and fear were identified as major findings of the study. Given this, this 
thesis is supportive of the suggestion that secrecy can influence the degree of trust and 
mistrust within families.  
The findings of this study have supported the positioning that stigma and secrecy have 
contributed to a perceived enforced emotional silence for children and adult children of 
parents with a mental illness. Rober et al. (2012) argued that a lack of space to actually 
reveal a story or secret may be a reason for limited disclosure. However, a lack of 
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suitable language for disclosure may also be a contributing factor. Adult children 
participants in this study noted their awareness of their continuing love for their parent 
during their own teenager years. They continued to want to support their parent 
experiencing mental illness. Yet, as noted to date in this work, and earlier studies by 
Repper and Perkins (2003) and Corrigan and O’Shaughnessy (2007), discourse 
surrounding mental illness continues to be of a negative, rejecting nature. With this in 
mind, it is postulated that children experiencing parental mental illness may wish to 
disclose their experiences, but may feel conflicted between love and feelings to protect 
their parent, whilst using negative discourse to describe them or their behaviours to 
others. This was supported by Wang and Goldschmidt (1996) when they found that 
children exercise loyalty to their parents. In an effort to avoid disparaging their parent, 
the children or teenagers say nothing at all, maintaining the secret, bearing the impact of 
increased social isolation, reduced mood and limited relationship quality themselves. 
The notion of a perceived enforced emotional silence is an innovative concept which has 
positively contributed to the body of knowledge for adult children who have experienced 
childhood parental mental illness.  
Adult children participants noted a perceived enforced emotional silence, not simply 
within the home environment, but also at school. While participants found it difficult to 
commence a conversation about their experiences to their teachers, there was an obvious 
lack of enquiry by educational staff, despite the apparent knowledge that teachers had of 
the children’s parental mental illness. Reupert and Maybery (2007) interviewed school 
staff relating to their experiences of working with a child with parental mental illness. 
Gossip was identified as the main method that raised a teacher’s awareness of parental 
mental illness. In addition, their findings reported that several of the teacher participants 
thought that the child’s education was not paramount, given their current situation and 
experiences of parental mental illness. Teachers, as individuals, have their own value 
systems and beliefs about mental illness, which may impact on how they engage with 
both parents experiencing mental illness and children. School gossip about a parent and 
child experiencing parental mental illness is, in essence, increasing the focus on the 
person and family. Therefore, if children or the parent are aware they are subjects of 
gossip, it could potentially highlight their sense of difference, and create further 
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challenges to achieving similarity with others in the school community. Apart from 
reducing hope for positive change the consequences of gossip offer one explanation as to 
why participants in this study did not discuss their parent’s mental illness with school 
staff. This may reinforce the theory from this study, that the risk of being positioned as 
different generated greater negative consequences for children than living with 
childhood parental mental illness.  
Reupert and Maybery’s (2007) study made reference to the positioning of teaching staff 
that education was not the highest priority for children, given their home circumstances. 
Yet, in this current study with adult children, education was seen as an important way to 
commence a process of recovery or finding oneself after a perceived loss of sense of 
self. Whilst it is recognised that access to education in this study for adult children was 
as young adults, it is worthy to question whether consistent school education may be a 
factor which could prevent loss of self. Childhood education content and methods, 
which create or enhance a sense of belonging for children, may be a resilience factor for 
those experiencing parental mental illness.  
Findings in this study demonstrated that adult children who had experienced childhood 
parental mental illness lacked a sense of belonging and experienced mistrust for others. 
Clement’s et al. work (2015) highlighted the associations of prejudice, discrimination 
and trust within relationships between health professionals and for people with mental 
health concerns. Given these influences within relationships, it is pertinent to explore 
both the conceptualisations of trust and mistrust for participants in this specific study.  
7.2 A continuum of trust and mistrust 
Much of the literature examining care of children of parents with mental illness has had 
a focus on attachment between parent and child (Hinnen et al., 2009). Yet, findings of 
this current study challenge this conceptualisation with reference to the lived experience 
of those with childhood parental mental illness. Participants were unambiguous in their 
conceptualisations of trust and mistrust as opposed to attachment. In this study, adult 
children noted they felt mistrustful of their parent with mental illness, extended family 
members and others. If the studies by Stolle and Nishikawa (2011) and Mirfardi (2011) 
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are considered within the concept of earlier work by Flores and Solomon (1998), who 
argued that trust is a skill which requires teaching and practice, it generates several areas 
for discussions.  
Decisions to trust or not to trust and the degree of trust to invest in a relationship are 
fundamental elements when meeting new people (Lount & Pettit, 2011). There is an 
acknowledgment by the aforementioned authors, that to trust another person, involves 
some notion of risk to the self, as a person must give of themselves, prior to knowing 
how the other person may react or behave with them in return. Adult children in this 
study recalled living with parents who had possible delusional beliefs that others would 
harm them or their family members. Some participants noted that their parents believed 
they would be poisoned or harmed by someone breaking into the family home at night. 
Given these experiences, participants noted parental hypervigilance. The over 
dominance of societal messages noted by Flores and Solomon (1998) regarding stranger 
danger and increasing mistrust for others, can be seen to compound this for people who 
are or who have experienced childhood parental mental illness. In addition, there is a 
lack of opportunity to reconceptualise their experiences, as both home and community 
environments are viewed as potentially high risk from others. Furthermore, given the 
acknowledgement of adult children participants in this study that their families were also 
isolated from community support, it seems that children would be seeking help from 
more unfamiliar sources. However, the emphasis on high risks from others is likely to 
reduce their efforts in seeking help from any source.  
Adult children described their feelings of isolation and social exclusion. Derfler-Rozin, 
Pillutla and Thau’s (2010) work highlighted that individuals who sensed they were 
already excluded, as opposed to being at risk of exclusion, made no or very limited 
attempts to reconnect to others. This is interesting with reference to the findings of this 
study with adult children. In the first instance, it is reasonable to suggest that they 
perceived themselves to be socially excluded, therefore impacting on their individual 
efforts to gain connection with others. In addition, it demonstrated that the individual’s 
perceptions of exclusion are as equally important to the actual exclusion and isolation. 
Working with an individual to change their perceptions of exclusion from exclusion to at 
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risk of exclusion, may be sufficient to activate their internal resources to connect with 
others. In light of these factors and findings, I argue this current study has enhanced 
earlier important work offered by Rutter (2007) regarding resilience development.  
Rutter (2007) made reference to the actions people take to deal with adversity. However, 
adult children in this study started to take action for their recovery journey once they had 
recognised their personal distress and felt their situation was intolerable. Given these 
findings, I argue that resilience must be positioned as both cognitive and action 
constructs, as opposed to the latter in isolation. Furthermore, this alludes to the concept 
that resilience is an active process which requires some degree of self-reflection, in order 
for a person to firstly recognise their level of distress and secondly, to acknowledge a 
need for personal change. This is supportive of recommendations from the work of 
Grove, Reupert and Maybery (2014) who noted children of parents with mental illness 
experienced a positive perceptual change surrounding their parent’s mental illness after 
involvement with peer support programmes. However, attempts and actions by 
children/adult children who are or have experienced parental mental illness to generate 
positive change for one’s self, are not without difficulties.  
Given the findings from this study, I theorise that when a child believes he/she is 
becoming excluded from their parent, they may make additional efforts to maintain their 
connection or to connect. However, I question that should their continuing efforts to 
connect not be met or reciprocated by their parent with mental illness, a child can be left 
feeling increasingly vulnerable and emotional hurt. Therefore, in essence the child’s 
efforts to help their own situation may, in fact, generate and maintain a cycle of 
emotional distress. The child is continually involved in making trust versus risk 
decisions within the parental relationship. Timko et al. (2009) suggested that a 
predominant risk-based approach neglects the person’s narrative and they, as a person 
become unseen and unheard. Given that risk decisions are accepted as a fundamental 
aspect of the trusting process (Hinnen et al., 2009), it can be argued that the person or 
people within the relationship become lost as individuals. This may explain the loss of 
sense of self for adult children in this study. In essence, they have made continual 
attempts to maintain parental and child relationships, emerging in personal high risk 
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trust decisions, ultimately losing sight of themselves as individuals. Therefore they 
experienced a loss of sense of self with an increasing sense of fear.  
Fear was noted for people who felt they or their siblings were at risk of physical harm 
from their parent, or who believed that their parent’s safety was at risk. In addition, 
childhood fear was highlighted in relation to the period of parental hospitalisation for 
mental illness or mental health concerns. Flores and Solomon (1998) made reference to 
fear being constructed as a result of mistrust. This is particularly interesting in the 
context of adult children participants in this study, as fear was experienced by many, 
albeit, with different manifestations. Although making reference to intimate 
relationships, Rowthorn’s (1999) work in relation to trust is worthy of consideration. He 
highlighted that in the presence of mistrust and fear, both parties will behave defensively 
generating further fear of the harm they may endure, if they were to invest within the 
relationship. Given the above works, I suggest that an individual may experience a 
continual cyclical approach of mistrust and fear generating further relationship mistrust 
and fear. In the absence of trust for others, whilst attempting to maintain conformity to 
expected social behaviours and relational expectations, I postulate that adult children 
created an external persona which they believed would be acceptable within the public 
domain.  
A significant finding of this study noted an altered development of the self, or process of 
loss, for the adult children. Participants either had thoughts and feelings which they felt 
unable to express, to let others know their true self, or alternatively they were unsure of 
what they themselves felt. Given this, findings from this study contrast with Bowlby’s 
work (1988a, b) when he considered that early attachment establishes longevity of one’s 
positioning of self and others. Participants in this study clearly identified that their sense 
of self, trust and mistrust of others had changed over time. This was further reinforced 
by participants when they felt they had to find themselves, they had to find out who they 
really were as people during a journey of recovery. Becoming lost as a person was a 
central theme of the findings for adult children. However, this process was not unique to 
them, but also to their parent with mental illness. Dehumanisation of the parent or loss of 
the person from the perspective of the adult child was identified within the narratives of 
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participants from this study.  
7.3 Parental Dehumanisation 
The notion of dehumanisation within the parent and child relationship is complex. Adult 
children’s narratives in the current study reflected dehumanisation of the parent by the 
child and later, adult child. Esses, Veenvliet, Hodson and Mihic (2008) expressed the 
positioning that one purpose of dehumanising another is to protect and maintain the 
dominant grouping within society. In addition they believed that dehumanising others in 
different groups allows people to feel more connected with mainstream society. Given 
this, one could argue that a child growing up in an environment with parental mental 
illness, may dehumanise a parent in an effort to maintain identity with the greatest 
number of people in the community, in light of mental illness stigmas. However, the 
findings from this study were highly suggestive that dehumanisation generated by 
community negative social stigmas target familial units as opposed to individuals; 
therefore alluding to the notion that both child and the parent are possible recipients of 
dehumanisation. This has advanced the work of Ehrlich-Ben Or et al. (2013) who noted 
positive correlations between life meaning, insight and self-stigma for people with 
mental illness.  
Participants’ narratives identified that some parents were either aggressive to the child or 
to themselves in terms of self-harm. This was reinforced by Haslam (2006) when he 
claimed that dehumanisation is seen “primarily as a motivated phenomenon, enabling 
the release of aggression or removing the burden of moral qualms or vicarious distress” 
(p. 260).  There are multiple avenues for dehumanisation, for example, parents with 
mental illness may initially be dehumanised by their contact with mental health services. 
This is important to consider as Haslam, Lougham, Reynolds and Wilson (2007) 
confirmed that dehumanisation enables violence and aggression to others. If parents lose 
their own sense of self and perceive themselves to be dehumanised, they may, in turn, 
dehumanise their child/ren and act aggressively toward them. As a result of this 
aggression, a child may perceive their parent has a greater difference from other adults 
they know, and so may exercise greater stigmatic values towards the parent. 
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Consequently, a cyclic interface can develop.  
As discussed earlier in this work, adult children often felt emotionally overwhelmed by 
their experiences of living with a parent with mental illness. They reported that they felt 
their sense of self was altered and they were becoming lost. In light of the work by 
Haque and Waytz (2012), dehumanisation of the parent may be an attempt to further 
preserve the adult children’s sense of self, alluding to a possible active process of 
dehumanisation. Given this, a potential cycle of intra-familial dehumanisation can be 
identified. With this in mind, the findings of this study have significantly developed the 
work of Lancaster (1993) whose study found that adult children had been confused 
about how their parent with mental illness felt about them. This current study advanced 
this phenomenon noting that the individual adult child is also confused about how they 
actually feel and feel of themselves, demonstrating greater complexity to the parent and 
child relationship and the notion of dehumanisation. Bastian and Haslam (2011) 
articulated that the result of dehumanisation by questioning a person’s status often 
resulted in shame and guilt for the person being dehumanised. In addition, they have 
confirmed that questioning of a person’s identity results in “cognitive deconstructive 
states and feelings of sadness and anger” (p. 295). Their study findings demonstrated 
that identity denial is more severe than status denial, in terms of greater intensity of 
negative experiences for the target. If a cyclic interface of parental and child 
dehumanisation is accepted, then it is clear that this will further exacerbate emotional 
distress for both parties.  
7.4 Summation 
With reference to adult children in this current study, it is clear that perceived social 
stigmas of mental illness have contributed to a dehumanising impact for both the child 
and parent. Children have absorbed public stigmas, which enhanced their perceptions of 
self, parental and familial difference. Individuals and their families sensed public, 
professional and organisational stigmas, resulting in self-stigma and a changing context 
of self-value. Within a climate of stigma, risk of disclosure of familial mental illness was 
seen as more detrimental to the emotional and intra-familial consequences of keeping 
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secrets. A culture of secrecy generated and maintained mistrust for the parent. For some 
adult children in this study, their mistrust of their parent was long standing. Mistrust and 
dehumanisation of the parent further reduced the emotional closeness within the parental 
and child or adult child relationship. In addition, they have also contributed to the 
polarising emotional state which the adult children experienced. Developing trust for 
another involves a personal risk. Despite their experiences of mistrust for their parent, 
adult children engaged in emotional risk taking to establish belonging with others, in 
particular, their own children. Their need to seek connectedness and belonging to others, 
and in turn better understand themselves, allowed them to travel along a trusting 
continuum.  
The findings of this study have positively contributed to the body of knowledge in 
relation to adult children who have experienced childhood parental mental illness. This 
thesis recognised that there is a body of knowledge which has considered risks of a child 
developing their own mental health concerns/illness. However, this study adopted a new 
and innovative approach to move a risk approach to lived experience knowledge. 
Furthermore, this study purposefully sought to meet with participants who have not 
developed nor been treated for their own mental illness to develop greater knowledge of 
protective factors, resilience and recovery drivers.  
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CHAPTER 8: CONCLUSION 
The concluding chapter of this thesis will present a brief overview of policy and 
literature in relation to familial mental illness. Thereafter, varying recommendations will 
be presented with reference to language and discourse; education and teaching staff roles 
alongside specific considerations for health and social care professionals. Future 
research and limitations of this particular study are also presented.  
Prior to this particular study with adult children, there has been limited narrative and 
lived experience discourse surrounding adult children and the longer term experiences of 
childhood parental mental illness. There has also been an absence of a significant 
research base, which focuses on the parenting experiences of adult children who have 
lived with childhood parental mental illness (Mordoch & Hall, 2002). Using a social 
constructionist approach with narrative analysis, this study offered the parenting 
experiences of adult children who had lived with parental mental illness. A Partnership 
Framework for a Reflexive Narrative for Researcher and Participant was designed 
specifically for this study. Thirteen participants constructed their narratives of being 
parented by a person with mental illness alongside their own parenting journeys. Four 
themes of: living with fear and mistrust; living with stigma and secrecy; the loss of me 
and my parent and finding oneself - a journey of recovery, were identified as the main 
study findings from the participants’ stories of their experiences of childhood parental 
mental illness and their own parenting roles.  
8.1 Recommendations 
A multifaceted approach is required to make sustainable positive changes to the lives of 
people with mental illness and their families. One aim of all recommendations and 
interventions is to reduce a child’s personal distress. High child distress levels were 
identified as a clear precursor to further parental dehumanisation in this study. 
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Continually striving towards a positive parental and child relationship may limit further 
dehumanisation of the parent with mental illness. Facilitating clear age appropriate 
information about parental mental illness to individual children, teenage children and 
young adults may reduce distress and maintain humanisation. Building a culture of 
recovery self-efficacy for people with mental illness and their families is critical. The 
use of language around mental illness and positive interpersonal activity underpins many 
of these aspects. 
8.1.1 Constructing contemporary language 
A major finding of this work demonstrated the use of negative language in relation to 
mental illness by community members. Value loaded and stigmatising language was 
evident within the narratives of adult children also. People must be afforded a suitable 
language to discuss mental illness in open non stigmatising ways (Corrigan & 
O’Shaughnessy, 2007; Link et al., 1989; Marsh & Johnson, 1997). They must feel able 
to disclose familial mental illness without concern that they themselves, or their 
families, will be discredited. Consultation is required with those with lived experiences 
of mental illness and their families, to generate acceptable language content.  
The findings of this study have supported past research which identified stigmas for 
people with mental illness (Zisman – Ilani et al., 2013). Children and adult children of 
people with mental illness have also been noted to be recipients of stigma. The 
consequences of disclosure, support activation methods and negative self-positioning are 
highlighted in relation to stigma in this study. Developments to create contemporary 
language about mental illness is important so people experiencing mental health changes 
and their families can freely discuss their experiences and seek support. General 
community members must be involved in these developments also, as they are carriers 
or bystanders of both language and social stigmas of mental illness. They themselves 
may be either recipients of, or exercise, stigmatic attitudes. A positive language of a 
spectrum of mental health, mental health changes, changes in emotional health, and 
changing thoughts, as opposed to diagnostic mental illness, may increase the likelihood 
of provoking a positive societal response. In addition, it may promote recovery self-
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efficacy for a person with mental illness and their family members.  
The findings from this study demonstrated that recovery self-efficacy discourse is 
pertinent for those with mental illness and their families. Adult children’s narratives 
reflected a period of change to find oneself, which is conceptualised as a journey of 
recovery within this study. However, in addition, adult children’s narratives noted a need 
for information regarding their parents’ mental illness and related experiences. Given 
this, it is important to note that the role of illness orientated literature is critical for 
family members. However, any information provided regarding diagnostic positioning 
must be conceptualised alongside recovery self-efficacy language for all family 
members. Recovery and positive change must be a strong vision for all (Hendryx et al., 
2009; Mezzina et al., 2006). In a similar way, stigma campaigns which aim to reduce 
rejection and degradation of people with mental illness and their families, must limit the 
notion of negative hardships of living with mental illness. Negative hardship stories can 
enhance a notion of difference whilst maintaining a cycle of fear, by using language 
which calls out for a similar negative response (Mead, 1967). Reality stories of living 
with a mental illness cannot be ignored and do offer an impact in reducing stigmas 
(Corrigan & O’Shaughnessy, 2007), but may be better cushioned alongside stories of 
day to day similarities with others.  
Community members require a positive conceptualisation and suitable language to use if 
mental illness secrecy is to be reduced, and a culture of greater family openness and 
transparency developed. This study highlighted that an active culture of familial secrecy 
exists within families who experience mental illness. Yet, adult children reflected they 
found it distressing and were actively seeking information to reduce or limit their 
distress. Generating a culture of ‘ít’s ok to talk to children’ and ‘ok for children to tell’, 
may reduce concerns adults may have when they have contact with children 
experiencing parental mental illness. Given that this study identified children were 
aware of familial difference in early to mid-primary school, avoidance of an explanation 
about parental mental illness does not protect children’s emotional and psychological 
sense of wellbeing. Adults using time and space to support children with age appropriate 
information and positive language demonstrates a human to human closeness. This may 
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promote a sense of connectivity and belonging for children who experience parental 
mental illness.  
Human connectivity and belonging was identified as critical in this study to preserve the 
sense of self for the adult child and to reduce possible parental dehumanisation. Aiming 
to enhance the parent and child relationship is important, as many adult children 
highlighted mistrust of their parent with mental illness. Small blocks of parental and 
child time with meaningful interactions may be helpful, particularly when a parent is 
hospitalised for mental health care. For example: nurses may facilitate a parent and child 
sharing time, space and human connection, to read a small book together; hospital staff 
can organise some time and space for a parent and child to plan a short story. 
Community health and social care professionals can work with a parent and child to 
create a small shopping list or facilitate families making a meal together.  
The attachment theory of parental and child bonding placed a high degree of emphasis 
on the attachment quality in infancy (Bowlby, 1988a; Bowlby, 1988b; Craig, 2004; 
Hinnen et al, 2009). Yet, parental and child relationships, alongside others, are dynamic. 
As people engaged in the relationship grow, develop and change, so does the uniqueness 
of the relationship. Given this, a language which promotes relationship interactions as 
small steps, may reduce worry and pathological discourse in relation to parenting with 
mental illness. Positive language of small periods of emotional bonding and small steps, 
for relationship growth and development, may create a greater positive professional 
parenting and child discourse, as opposed to pathology.  
During parental inpatient hospital care, child and parent interactions may be more 
limited. Parental hospitalisation was noted as a time of particular difficulty for children 
in past research (Mordoch & Hall, 2008), as children often made up stories of parental 
death. Research also identified crisis periods as the most distressing for family members 
as a response to social and self-stigmas (Muhlbauer, 2002). Given this, promotion of 
short time periods for emotional bonding and small building blocks for long term 
relational development and maintenance, may be pertinent especially for families who 
experience periods of parental mental health hospitalisations. Nurses and other hospital 
staff facilitating this approach can be integral, including parental and child relationship 
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building within care plans so it can become a core nursing intervention. This approach 
has the potential to reduce both parental and child distress, thus maintaining 
humanisation for both, as best as possible, at times when other options may not be 
available.  
8.1.2 A Role for Educationists 
It is anticipated that not all families experiencing parental mental illness will access or 
have contact with specialist mental health service care. Some families may access 
primary health care services, whilst other families experiencing parental mental illness 
may not access any specific health or social care due to possible concerns of stigmas and 
non-disclosure. However, primary and secondary school teaching staff would most 
likely have some contact with children who are experiencing parental mental illness. 
Teaching staff may not have active disclosure from all children but are likely to have 
some knowledge of difficulties children and their families may be experiencing. With 
this in mind, school educationalists have a crucial role in supporting children, in 
particular those who are experiencing parental mental illness.  
School based educationists or teaching staff may be in a position to build a culture of 
peer support and togetherness for class members. It is critical that children are able to 
gain a sense of belonging, to prevent becoming emotionally overwhelmed, which in turn 
may limit loss of self and parental dehumanisation. Creating a sense of belonging can be 
achieved via school sporting teams or clubs. Whilst the competitive nature of sporting 
clubs is noted, by having a selection of team clubs which are open to all children, 
schools and teachers may facilitate a sense of belonging for children.  
Past research noted that school teachers did not position education as the highest priority 
for children experiencing parental mental illness (Reupert & Maybery, 2007). They felt 
the children may have other competing needs. However, this study has shown that 
education was critical for early adults in order to find their sense of self and move 
forward with a journey of recovery. Given this, it is important that child educationalists 
acknowledge their value for families and gain confidence in their approaches as active 
agents of change for families experiencing parental mental illness.  
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Findings from this study have highlighted that children were noting difference in terms 
of parental change in behaviours, in comparison to others. There was a clear construct of 
a social comparative model. Adult children reflected that they had an awareness of 
difference from early primary school although were not able to clearly articulate it at 
that stage. Consequently, it is important that early childhood teaching staff, are engaged 
in activities with children which develop a positive positioning of mental health 
alongside value of both difference and similarities with others. School education staff 
have an integral role in supporting families, as do all health and social care 
professionals.  
8.1.3 A Role for Health and Social Professionals 
A major finding of this study was the lack of information afforded to families when 
experiencing mental illness, by suitable mental health services. Adult children noted an 
absence of discussion with them about parental mental illness. Their narratives reflected 
they felt this contributed to a culture of secrecy. Given the importance of information to 
help children and families to conceptualise their concerns; to limit distress; limit loss of 
self; reduce the dehumanisation of a parent and promote recovery, it is vital that mental 
health service professionals demonstrate their efforts to discuss parental mental illness 
with children and all family members. Clearly this must be after discussions and 
engagement with parents. However, given that periods of mental health hospitalisation 
were noted as increasingly distressing in previous research, (for example: Somers, 2007) 
mental health professionals must operate within a familial model. Realistically, there 
may be occasions when a parent with mental illness seeks privacy and declines direct 
family involvement with their health professional. In cases such as these, parent’s views 
need to clearly be respected, but mental health professionals must have alternative ways 
to provide information or to facilitate information to families or demonstrate referral to 
suitable services. Written information noting websites, non-governmental support 
services information and recommendations for suitable self-help materials may be 
helpful.  
Supporting families with mental illness is not an exclusive role for specialist mental 
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health services, but for all health and social care professionals. Those in primary care, 
frontline health services also have an important role. Positive parenting narratives can be 
central to all health and social professional interactions. Adult children in this study 
noted that they had parenting worries. They felt they had no internal framework, often 
parenting in opposition to their own experiences. Small low key discussions with health 
and social care professionals, when they come together, (for example: in doctor’s 
surgeries; antenatal appointments) can provide space and time for adult children to voice 
their concerns. Alternatively, it can provide space for narrative construction, to enable an 
adult child to build their parenting narratives. This is pertinent given the work of East et 
al., (2010) noted that narrative formation can build resilience. It could, in addition, 
reinforce connectivity and familial belonging.  
8.2 Future research recommendations 
The knowledge base concerning familial experiences of mental illness can be 
strengthened and developed by further research into stigma, particularly the concept of 
intra-familial stigma. Examinations into possible professional family and relational 
interventions to reduce intra-familial stigmas may be helpful to support families with 
daily living. In a similar way, in-depth consideration of the parental and child 
dehumanisation pathway and interface may help maintain positive relationships which 
can ensure humanisation for all as much as possible. This particular study focused on 
adult children’s experiences of being parented and their current parenting roles. 
However, greater knowledge of and depth to their experiences could be achieved with 
further research with others in their family unit: that is, adult children’s partners and 
children. Perspectives from other family members of living with a person who has 
experienced childhood parental mental illness will diversify the story of adult children. 
Future research should contribute to the story of lived experiences of familial mental 
illness. Further exploration is also required to seek optimum ways for lived experience 
stories to become a mainstream notion in all health and social care education, so that 
care and service configuration is tailored to people’s experiences and needs for support.  
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8.3 Limitations of the study 
Acknowledging limitations of a study is integral if the concept of trustworthiness is 
adopted. Open discussions examining what the study has, but also what the study has not 
been able to address, allows for truthful and ethical contributions to the body of existing 
and new knowledge. The study did not seek participants of a particular gender. However 
on reflection, greater efforts to ensure gender neutrality during the invitation to 
participate stage could have been used. For example: one radio show focused the study 
within a frame of pre and postnatal considerations on parenting. This may have attracted 
greater interest from women. Furthermore, the study poster and invitation to participant 
discourse was centred around mental illness, which may not have been relevant for 
people from differing cultural backgrounds who may have alternative explanations for 
mental health; ill health or illness.  
This study with adult children actively sought participants who had experienced 
childhood parental illness, but who had not been diagnosed with mental illness 
themselves. Given that this study sought participants who had not had any past diagnosis 
nor treatment for mental illness themselves, it is reasonable to believe they may have 
had more limited opportunities to previously construct their story and reflect on their 
experiences. If the study had actively sought adult children who had experienced their 
own mental health changes or treatments, participants may have had previous 
opportunities for support or reframing of past experiences. Given this, they may have 
highlighted differing aspects of their experiences. 
8.4 Summation 
The findings of this study have supported past literature which demonstrated that people 
with mental illness and their families do not feel they have a voice to express their 
experiences. Given this, the philosophy of this particular research, with a focus on 
facilitating space, time and partnership, was important and seen as a potentially 
enriching contribution to the lives of participants. Furthermore, the Partnership 
Framework can be utilised for other research studies which seek engagement and 
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positive relationships with individuals from possible marginalised or stigmatised groups 
of people.  
Lived experience research with a focus on the parenting experiences of adult children 
who have lived with parental mental illness is innovative. The work highlighted that 
stigma is not unique to those with mental illness but is also a common experience for 
their families. Stigma is thought to be a precursor to familial secrets by adult children 
both within and external to the family unit. Mistrust within the parental and child 
relationship, loss of self for the adult child and dehumanisation of the parent with mental 
illness, are all positioned as potential consequences of stigma and secrecy. Adult 
children wanted belonging to others, but due to these influences, interpersonal 
connectivity was polarised. They actively sought belonging to some, whilst rejecting 
relationships with others. Adult children conceptualised their own parenting roles as a 
method to belong to others. However, as a result of limiting internal frameworks of 
parenting, anxieties pursued for some.  
Recommendations for a contemporary positive language of mental health and illness for 
use by community members and professionals was highlighted in this chapter. It is 
thought that a contemporary language and discourse in relation to mental illness will 
promote greater community understanding and support, allowing parents and families to 
disclose their experiences whilst limiting community and self-stigmas. This may reduce 
the possibly of parental dehumanisation in the first instance. Children experiencing 
parental mental illness may feel more able to reach out for support and information 
which can limit loss of self for them. Furthermore, the integral role for child 
educationalists was noted, alongside potential interventions for health and social care 
professionals. It is envisaged that the study recommendations have potential to support 
parental and child relationships. Positive familial communications and relationships may 
limit the loss of self of the child and influence the complex interface of child-parental 
dehumanisation which has been noted in the findings.  
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Narratives of Being Parented and Parenting“, until 1 August 2015 with the provision of a 
progress report annually and a final report on completion. 
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Appendix 3: Participant Information Sheet 
 
Human Research Ethics Committee 
Office of Research Services 
 
 
Project Title:  Adult Children of Parents with Mental Illness: Their Narratives of Being 
Parented and Parenting. 
 
Who is carrying out the study? 
The study is being undertaken by Gill Murphy as part of a Higher Degree Research program 
with the School of Nursing & Midwifery and the Family & Child Health Research Group at the 
University of Western Sydney. 
The research is being supervised by Dr. Kath Peters; Professor Debra Jackson and Professor 
Lesley Wilkes. 
 
What is the study about? 
The purpose is to investigate the accounts of individuals whose parent/s experienced mental 
illness during your childhood. The study will consider your thoughts and feelings about your 
experiences of growing up with a parent with mental illness. In addition, the study seeks to 
consider your experiences of being a parent yourself and your current parenting role/s. 
 
What does the study involve? 
If you choose to take part in the study, you will be invited to take part in a semi structured 
interview with the researcher. You can either meet directly with the researcher (at a University 
of Western Sydney campus) or undertake a telephone interview/online discussion. The 
interview will be held at a mutually agreed time. All verbal interviews (face to face or telephone 
interviews) will be transcribed into text. 
 
How much time will the study take? 
The interview is expected to last approximately one hour of your time plus travel time. 
 
Will the study benefit me? 
Some people will find it of benefit to talk about their experiences of being parented by a person 
with mental illness and their experiences of their own parenting roles. For some, this may be 
the first opportunity they have been offered to discuss their experiences and narratives. 
Participants will not be offered payment for their involvement in the study. 
 
Will the study involve any discomfort for me? 
There is a possibility that some people may become distressed or feel uncomfortable when 
discussing their experiences. You may stop the interview at any time and withdraw from the 
study if you wish. Please be assured that you and your experiences will be treated with respect 
throughout the interview. All participants will be provided with a contact list of resources and 
services they may find of assistance to them if required. Please see the attached list. 
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How is this study being paid for? 
The study is not being sponsored by any agency, other than the support offered to research 
students by The University of Western Sydney. 
 
Will anyone else know the results? How will the results be disseminated? 
All aspects of the study, including individual results, will be confidential and only the 
researchers will have access to information about participants. Any results / findings included 
in the final research report will be deidentified so individual participants cannot be identified in 
any way. Results will be disseminated in a thesis, in peer reviewed journal articles and at 
conferences. 
 
Can I withdraw from the study? 
Participation is entirely voluntary: you are not obliged to be involved and - if you do participate 
- you can withdraw at any time without giving any reason and without any consequences. 
 
Can I tell other people about the study? 
Yes, you can tell other people about the study by providing them with the chief investigator's 
contact details. They can contact the chief investigator to discuss their participation in the 
research project and obtain an information sheet. 
 
What if I require further information? 
When you have read this information, Gill Murphy will discuss it with you further and answer 
any questions you may have. If you would like to know more at any stage, please feel free to 
contact Gill Murphy on 4736 0337 or email: g.murphy@uws.edu.au 
 
What if I have a complaint? 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The Approval number is H8924. 
 
If you have any complaints or reservations about the ethical conduct of this research, you may 
contact the Ethics Committee through the Office of Research Services on Tel 02 4736 0883 Fax 
02 4736 0013 or email humanethics@uws.edu.au. 
 
Any issues you raise will be treated in confidence and investigated fully, and you will be 
informed of the outcome. 
 
If you agree to participate in this study, you may be asked to sign the Participant Consent Form. 
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Appendix 4: Participant Consent Form 
 
Human Research Ethics Committee 
Office of Research Services 
 
Project Title: Adult Children of Parents with Mental Illness: Their Narratives of Being 
Parented and Parenting. 
 
I, ......................................................., consent to participate in the research project titled: 
Adult Children of Parents with Mental Illness: Their Narratives of Being Parented and Parenting. 
(Ethics Approval Number: H8924) 
 
I acknowledge that: 
 
I have read the participant information sheet and have been given the opportunity to discuss 
the information and my involvement in the project with the researcher.  
 
The procedures required for the project and the time involved have been explained to me, and 
any questions I have about the project have been answered to my satisfaction. 
 
I consent to undertaking an interview (face to face / telephone / online) with the researcher for 
approximately one hour. I understand the interview will be audio taped. The content will be 
transcribed into written text. 
 
I understand that my involvement is confidential and that the information gained during the 
study will be published but no information about me will be used in any way that reveals my 
identity. I understand that the researcher may be required to inform others, if safety concerns 
to myself or others are identified. 
 
I understand that I can withdraw from the study at any time, without affecting my relationship 
with the researcher/s now or in the future. There will be no consequences or penalty of any 
nature should I wish to withdraw from the study at any time. 
 
Signed:  ....................................................................  
 
Name:  ....................................................................  
 
Date:  ....................................................................  
 
Return address:   Gill Murphy, University of Western Sydney, Student Support Services, 
Kingswood Campus, Locked Bag 1797, Penrith NSW 2751 
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Appendix 5: Initial Screening Form 
 
Adult Children of Parents with Mental Illness: 
Their Narratives of Being Parented and Parenting 
 
Study Name:  
Study Inclusion Criteria  Notes 
18 years old and above  
English Speaking  
Able and willing to be interviewed in person, 
telephone or by live time e-mail  
 
Experienced childhood parental mental 
illness in one or both parents (diagnosis of 
psychosis/psychosis related condition, 
serious thought disorder or mood disorder) 
 
Parent was hospitalised in a mental health 
facility/hospital  
 
Participants must be a parent themselves to 
children under 18 years old (biological/ 
adopted children, with or without current 
care or contact with their children)  
Note: ages of children 
 
Participant has no past/current diagnosis of 
mental illness.  
 
Participant has no past/current treatment for 
mental illness.  
 
170 
Appendix 6: Areas of Discussions for Participants 
 
Adult Children of Parents with Mental Illness: 
 
Their Narratives of Being Parented and Parenting 
 
 
 Can you tell me about your experiences of being parented by a person with mental 
ill health / illness? 
 Can you tell me how this affected you in your day to day life as a child?  
 Please tell me a positive experience associated with being parented by a person with 
mental ill health / illness?  
 Please tell me about any challenges associated with being parented by a person with 
mental ill health / illness? 
 How did you manage these challenges?  
 How would you describe your own parenting experiences and role? 
 Do you feel that your experiences as a child impacted on your own parenting role? 
What are your thoughts about this? 
 Are you able to explain your areas of strengths from being parented by a person 
with mental illness? 
 What do you see as your personal strengths within your parenting role?  
 Do you have anything you would like to add?  
171 
Appendix 7: Participant Themes  
 
 
Nicole 
Relationship dynamics 
with parents 
Difficult relationship with 
mother. 
Conflict within extended 
family and mum. 
 
Trying to position my 
emotions  
Doubting own safety. 
Felt mum’s sadness. 
Am I different? 
Limited trust for mum. 
Anxiety after first born. 
Questioning own parenting: am 
I doing ok? 
Emotions were unseen. 
Dealing with child’s emotions 
difficult. Worry about mum’s 
safety and illness. 
Extended family 
context 
Grandparent 
aggression.  
Relies on other 
grandparent for 
support. 
Extended family 
suicide. 
Unsure how to fit 
into normal family. 
Being alone, being 
left  
Lacking support from 
anyone. 
5 to 10 years old: 
drifting. 
Relied on self. 
Willing to go without 
mum to free her from a 
terrible life. 
Expecting to be left at 
any time. 
Mum couldn’t see my 
needs. 
Forgetting oneself / 
being unseen to others  
Sacrificing my own needs 
and myself. 
Change my own 
behaviours. 
Risk taking. 
Not valuing self. 
Public behaviours v 
private thoughts. 
Too lax, too easy with 
children then get 
frustrated and angry. 
Doing or wanting 
things to move 
forward  
Wanting to be part of a 
family. 
Try to position things 
within a professional 
framework to help 
make sense of. 
Loving relationship 
with children 
paramount. 
Rely on husband. 
Experiencing loss 
Loss of sense of belonging 
when moved to relative’s 
house and family. 
Interpersonal interactions 
Distance from others. 
Lacking a parenting framework. 
Every new stage of parenting 
difficult. 
Children are a bit boundary- 
less with her. No internal 
framework of parenting. Had to 
consciously put one into place. 
Feeling 
responsibility 
about others 
Believing I caused 
my mum’s terrible 
life. 
Conflict between 
new partner and 
mother. 
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Annette 
Emotional impact 
Angry. 
Guilt. 
Unsure of self. 
Worry of illness in other 
family members. 
Struggling to contain own 
emotions. 
 
Not being seen 
Needs being unanswered.  
Don’t let me be noticed by 
others. 
Difficulties dealing with 
positive praise from 
others. 
Being seen to be/ 
feeling responsible 
for others 
Supporting and 
protecting siblings.  
Protecting others 
before me.  
Long term sibling 
relationship: 
resentfulness. 
Responding 
Techniques 
Responding with 
determination/ 
courage. 
Findings ways to cope, 
like writing on the 
road. 
Having a purpose. 
Avoiding situation  
Having hope  
Others positive views 
of me. 
Seeking connections 
with others. 
Parental relationship 
Struggling to make sense 
of the relationship. 
Lack of communication 
with father. 
Being unable to trust 
father. 
Living with public ridicule 
by father. 
Trying to build 
strength in others 
Supporting and 
encouraging my 
children. 
Giving sons self-
control. 
Warmth of family get 
together now. 
Accept my children. 
Illness Communications 
Maintaining secrets of 
mental illness. 
Talking of illness and 
experience too hard until 
adulthood. 
Trying to maintain sense of 
normality. 
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Peter 
Emotional changes 
Embarrassment  
Worry: own life developments 
and impact on mother. 
Anger. 
Fear if making same mistakes 
as own father. 
Worry about how to teach 
resilience to children. 
Anxiety. 
Do I trust myself? 
Can I be relied on by others? 
Am I worthy of that? 
Fear of children developing the 
illness. 
Strategies of coping  
Use friend’s home to avoid 
situation at home. 
Having common interests 
with others helped. 
Belonging on death of 
mother. 
Have to rely on myself. 
Strategies for change 
Being conscious to aim 
for success. 
Use of education to 
better self.  
Defining myself as a 
father - on how I don’t 
want to be.  
Using an example of 
what not to do. 
 
Illness  
Being unsure of what 
to do when mum 
upset. 
Family silence about 
the illness. 
Being protected by a 
lack of information in 
childhood. 
Being careful about 
disclosure to others 
about illness. 
 
Realisation of illness  
Unhappiness 
Seeing the impact of 
illness not the person. 
Dehumanization - the 
person has gone. 
Family Social 
isolation  
Isolation within 
family. 
Family isolated from 
others. 
Trust 
Am I different - unsure of self? 
Unsure deserving of trust from 
others. 
Wants to ensure parental child 
bonding. 
Can I trust myself? 
Self-doubt. 
Experiencing loss 
Parental loss. 
Seeking belonging 
Thoughts of tragedies 
may generate 
belonging to others. 
Wanting, needing to be 
wanted by others. 
Wants common 
interests with children. 
Providing for and 
protecting others  
How can I protect my 
own children? 
Seeing positivity 
Loving mother.  
Sees human not the 
illness. 
Establishing myself by 
helping others. 
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Elizabeth  
Alone, isolated and caring 
for self  
From parents & siblings. 
Family isolated from others 
and extended family.  
Mum ill, dad working. 
Emotions  
Happy childhood at times.  
Worry: of illness in 
children, mum’s possible 
self-harm. 
Conflict of emotions: 
sympathy; over-whelmed; 
guilt; exhausted; 
intolerance; like an awful 
daughter; unwanted. 
Close long term sibling 
relationship. 
Not seeing the illness  
Active attempts by 
parent for illness to be 
invisible. 
Identification of 
mental illness 
Teenager - seeing 
illness as difference. 
Trying to understand 
parents’ experiences. 
Looking for cause, 
reason, trying to make 
sense of. 
Responsibilities for 
others  
Making own behavioural 
changes unconsciously. 
Couldn’t leave mum at 
detrimental impact in 
own children and 
husband. 
Wanting parent to take 
self-responsibility for 
recovery. 
Seeking to avoid contact 
with ill parent. 
Thoughts of self  
Questioning am I 
different. 
Measuring self-worth 
by employment status. 
Own social issues and 
difficulties. 
Low self-esteem. 
Reduced confidence in 
parenting. 
Being cared for by others  
Enjoyment at being cared 
for by others. 
Enjoy interpersonal 
closeness with children. 
Watching others for 
social guidance  
Reassurances of own 
family dynamic by looking 
at other families. 
Wanting the best in 
others 
Own children’s lives 
and developments. 
Secrets surrounding 
the illness 
Private within the 
family. 
Private outside the 
family. 
Unable to make sense 
of illness and 
experience. 
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Sarah 
Normal is our normal 
Taking our situation for 
granted. 
Seeing difference: 
responding with silence 
or ignorance 
Secrets of mental illness. 
Mother didn’t take 
responsibility for herself 
and illness. 
Conceptualizing the parent 
as illness. 
Wanting to have some 
understanding of mental 
illness. 
Wanting difference: a 
wish list for the 
future  
Wanting life to be 
different.  
Wanting family 
approaches to care. 
Enhance support and 
communications with 
children. 
Parental 
relationships 
changes  
Dehumanization and 
emotional separation 
from parent. 
Sense of a changing 
parent/ person as 
illness progresses. 
Changing course of 
parental, child 
relationship. 
Love changing to 
dislike. 
Trying to maintain ‘me’, 
societal roles and 
expectations  
I can give no more of 
myself. 
Blurring of professional, 
personal roles. 
Need to belong reduces as 
becoming increases. 
Needing social, gender 
guidance. 
Seeking a sense of 
belonging. 
Needing a human social 
foundation to copy from. 
Trying to fit emotions to 
social expectations. 
Seeking/ enjoying 
growth and 
protection for me 
and others  
Magic of being cared 
for. 
Offering love and 
kindness to children. 
Siblings supporting 
each other. 
Younger siblings: 
someone to follow: 
fellow traveller. 
Emotions 
Unable to trust the 
parent. 
Looking for child’s 
emotional being and 
changes. 
Angry. 
Being alone and invisible 
Childhood isolation. 
Family isolation. 
Family separation. 
Family conflict. 
Taking additional 
responsibilities 
Practical child 
parentification. 
Needing to protect 
dad. 
Wanting to take the 
emotions/ distress 
from the parent to us. 
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Jenny 
Emotions  
Angry. 
TV as escape. 
Continuing internal battle. 
Child emotional 
communications difficult. 
Worries about son and 
possible future illness. 
Having a child like business 
contract. 
Education critical for 
change. 
Son, parent relationship on 
my terms. 
With mum, feeling cannot 
cope, overwhelmed. 
Find common interests 
with son helped. 
Professional v home 
conflict. 
Unable to trust self with 
relationship decisions. 
Self-reflection hard: need to 
escape thoughts and 
emotions. 
Difficulties trusting others. 
Being seen as having 
responsibility for others 
For mum for brother: took 
a bullet for him.  
Wanting to be a kid but 
having to be an adult. 
Alone and isolated  
Removing self from 
home. 
Few friends to home. 
No one to rely on. 
Relied on self. 
A World of Pretend  
Being a false self. 
Hard to balance fact/ 
reality when living 
with illness daily. 
Public v private life. 
TV characters and 
books as social guiders 
and to help develop 
me. 
Daily Impact of parental 
mental illness 
Side effects difficult. 
Secrets of illness 
No disclosure to others 
to avoid judgments of 
mum for mum’s 
protection. 
Professional help 
allowed sharing. 
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Wanting to know ‘me’ 
Trying to find my place in 
the world. 
Not knowing self, absorbing 
others. 
Trying to fix self, failure. 
Used son as a guide for me. 
Needing others to make 
something of myself. 
Want to restart my life 
again. 
Seeking explanations for 
illness cause and reason. 
Wanting to make 
positive changes for 
the future 
Needing life focus. 
Moving to acceptance 
of parent, learn about 
illness. 
Need different ways of 
communication with 
adult children other 
than direct 
questioning : wouldn’t 
disclose and would put 
on public face 
Educational 
philosophy.  
Used self-help books to 
guide parenting. 
Want better for son. 
Be available for son. 
Needing to maintain 
a focus 
Interpersonal 
interactions must have 
focus/ structure. 
Parental relationships  
Father difficult 
relationship. 
Mum: dehumanization. 
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David 
Attempting to make sense 
Wanting to understand. 
Not being able to make 
sense or understand illness. 
 
Being left behind and 
going unnoticed  
Being left by father. 
Parents/ school did 
not note school 
changes. 
Knowing no difference 
or not wanting to see the 
difference  
More accepting in 
childhood when not seeing 
illness. 
Ignorance helped. 
Secrets of mental 
illness 
Parents keeping 
secrets from me. 
Me keeping secrets 
from others. 
A search for perfection 
School/work related. 
Having a life away 
from the home 
Common interests 
with others outside the 
home. 
Avoidance of 
home/family life. 
Emotions  
Embarrassment. 
Unable to trust the parent. 
Lack of hope. 
Worry: illness in children. 
Unloved, angry. 
Falling short of my 
expectations 
I’m not good enough 
to parent. 
Family relationships 
Strong sibling support. 
Nuclear family conflict. 
Familial suicide. 
Social isolation 
Lack of support from 
extended family. 
Felt unable to allow 
friends into the 
family home. 
Positive reflections of the 
past and positive hopes 
for the future  
Making the most of what we 
could. 
Actively developing 
resilience in own children. 
Dehumanization  
Humanization 
Wanting to see the 
person. 
Conceptualizing illness 
symptoms as the 
person. 
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Maureen 
Questioning parents love for 
me  
Lack of emotions from parents. 
Dehumanization of mother. 
Avoiding parenting like her 
mother. 
Taking positive 
steps for the 
future  
Having goals at age 
of 12. 
Becoming aware of difference 
Friends noting parent as strange. 
Lack of disclosure by father seen as 
protection of mother. 
Reviewing past, 
anticipating the 
future 
Trying to explain 
cause, reasons for 
illness. 
Being loved by others  
Bonding with extended 
family. 
High importance of loving 
relationship. 
Wanting to see 
the best  
In her own 
children. 
Seeing the person not the 
illness  
Seeing the parent having a role 
in their own illness. 
Being left 
By parents. 
Emotional 
Emotional separation. 
Conflict with feelings and social 
expectations. 
Love children desperately. 
Restricting own emotional feeling 
as way of coping. 
Additional 
Responsibility  
Caring role for 
sister. 
Practical 
parentification. 
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Margaret 
Seeing mental illness in 
our everyday lives 
Tolerant the illness and 
effects on mum. 
Secrets of mental illness 
Protecting mum with 
secrets of mental illness. 
Seeing mum hide her 
illness from others. 
Public v private face. 
Identifying 
difference 
To other families and 
mums. 
Taking responsibility 
for self and others  
Changing our lives to 
look after mum. 
Being told at 4 years 
old, role was to protect 
mum. 
Emotions 
Worry risk of illness in 
others  
Avoid parental contact, 
limit time with them. 
Giving of self to ill parent 
knowing of no return. 
Unable to trust mum with 
own emotions. 
Dad protecting me. 
Neighbour showing love. 
Own parenting role 
makes you reflect back on 
your own parenting. 
Unsure lack of confidence 
in parenting role. 
Faith helps. 
Humanization/ 
Dehumanization  
Humanity of ill parent 
maintained by other 
family members. 
Family members 
wanting person not 
illness to be seen. 
Evidence of 
dehumanization. 
Lacking social guidance 
Missing a parental role 
model. 
Lacking guidance in own 
parenting role. 
Struggling to make 
sense, fact or fiction  
Confusion between fact 
and illness symptoms. 
Training in professional 
area to try to make sense 
of illness and experiences. 
Using dad as a point of 
reference to reality. 
Keeping thoughts surface 
level to avoid distress to 
self. 
Normalization of 
childhood 
Trying to maintain 
my personhood. 
Questioning who am I, 
how do I fit into the 
world, had to fight 
mums negatively. 
 
Wanting positivity for 
others 
Children 
Isolation 
Impact on own social 
development  
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Marie 
Emotions 
Confused, angry, scared. 
Niggling away for many years. 
Want to give son so much love, 
listen emotionally. 
Watch him for emotions. 
Worry about illness in son. 
Having to learn to recognise 
and express my own emotions. 
Being unable to trust mum. 
Needing to remove self from 
the professional context. 
Not sure what I should be 
feeling. 
Alone, sad and jealous and hurt. 
Self-reflection too difficult. 
Feeling shame. 
Sensing difference in 
me, my family and our 
situation 
Mum different to other 
mums. 
Mum couldn’t be 
responsible. 
Wanting to be normal 
Knowing something 
wrong. 
 
Making a positive 
difference for me, my 
child and others 
Wanted a sense of 
belonging. 
Avoidance from home 
and parents. 
Greater 
understanding/ 
acceptance of others. 
Fun for child  
Education critical. 
Humanization and 
dehumanization 
Seeing mum as sick 
lady not as mum. 
Dehumanization. 
Lifelong learning re 
illness. 
Treated her as I would 
want to be treated, not 
mum’s fault, has no 
responsibility for 
illness. 
Parental absence and 
relationship 
A lack of nurturing by 
parents. 
Parental self harm. 
Lacking control 
With treatment plans 
Limiting disclosures of 
parental mental illnesses 
Mum active hiding experiences. 
Family relationships 
Belonging to brother 
and father. 
Loss of extended family. 
Contact with sibling and 
extended family creates 
painful memories. 
Public v private face 
 
 
Finding things 
difficult to 
understand 
Responsibility for self 
and others 
Care for mum and her 
safety. 
Her needs before mine. 
For parents relationship. 
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Sue 
Parental relationships  
Unpredictability. 
Lack of understanding from 
parents. 
Emotions and cognitive 
framing 
Lack of trust for parents. 
Afraid. 
Lack of control. 
Lonely, unloved. 
Confused. 
Emotionally battered. 
Want to develop trust as a 
parent myself. 
Searching for 
meaning  
Never stop searching 
for meanings for my 
experience. 
Reinventing self  
Using parenting to 
reinvent myself. 
Positive developments 
for me 
Removing myself. 
Findings way of release 
using typewriter. 
Using an opposite 
approach to parenting 
than the one I had. 
Self-teaching about 
parenting. 
Finding communication 
methods with my 
children. 
Church as a support. 
Lonely, isolated. 
Unseen and unheard 
Early parenting, felt 
alone and scared. 
Non attachment to 
anyone. 
Listening to my 
children is important. 
Feeling responsibilities to 
support others  
Need to rescue all children, 
no one did for me. 
Sibling relationships 
Early relationships strong. 
Sibling relationship now: 
heavy anchor. 
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Edward 
Questioning reality  
 
Emotions 
Confusion 
Broken, building strength. 
Lack of confidence: 
parenting related in self. 
Scars being opened. 
Children to know they are 
loved. 
Knew love from parent. 
Providing positivity for 
others and for my 
children. 
To children 
finding myself, heal scars 
= better parent. 
Losing self-direction 
In limbo. 
Went with the flow. 
Isolation and 
unsupported 
Lonely. 
No positive 
reinforcement. 
Bringing self-up. 
Unsupported by 
individual model of 
care. 
Wife removing self to 
cope. 
Cognitive framing  
Parenting difficult. 
Parenting consciously. 
Lack of control and 
powerless in childhood. 
Now very, very strict with 
children. 
Relationship with wife 
difficult sometimes due to 
parent’s illness. 
Avenues of support 
Families of school 
friends: acceptance. 
Friends and extended 
family provide bit of 
normality. 
Support from wife in 
parenting role. 
Family concept of 
illness could offer 
greater support. 
 
Things which helped me 
Escaping, avoiding. 
Faith. 
Taking own direction and 
control. 
Having information about 
illness and diagnosis. 
Identifying mental 
illness in everyday life  
Mother angry and 
unpredictable. 
Humanization  
Dehumanization 
Humanization of 
parent as age increases 
and taking own control 
and direction. 
Dehumanization of self 
in parenting role. 
Responsibility for 
others 
Being my own parent. 
Family conflict. 
Can rely on wife to 
take some 
responsibility of 
children. 
 
Social guidance and 
structure 
Never had guidance from 
parents. 
Want to provide guidance 
to children. 
Knowing we were 
different. 
Local nutcase. 
Situation becoming 
abnormal. 
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Kate 
Feeling different.  
Being unsure of 
normality. 
Being different to peers. 
 
Seeing the parent 
alongside the illness. 
Feeling loved. 
Confusion. 
Dehumanization of parent. 
Feeling responsible 
for parent, siblings, 
long term 
Self-blaming. 
 
An emotional and reflective 
journey  
Scared. 
Humiliated. 
Ashamed. 
Guilt. 
Hopeful and disappointment. 
Some joy. 
Conflict of emotions: want to 
be with parent, not wanting to 
be with her. 
Wanting belonging in teenage 
years and to own children. 
Worries about own children: 
is it too late? 
Conscious parenting. 
Unsure and low confidence 
with parenting. 
Who am I? I wasn’t 
good enough: I had 
to be perfect  
I am not good 
enough. 
Wanting perfection. 
Stamp out my own 
faults. 
People pleaser. 
Being complex. 
Not really me. 
Public v private face 
and thoughts. 
Taking steps to feel 
better 
Extended family 
support. 
Faith. 
Forgiveness. 
Fact finding 
information. 
Husband. 
 
Seeing the children 
Wanting boundaries to 
keep children safe. 
Trying to enjoy the 
parenting process. 
Seeing beauty in my 
children. 
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Nicole 
Childhood Teenage Years Adulthood Own Parenting 
Separation from father  
Confusion about father’s differing 
parenting approaches at times  
Emotional separation from father 
Wanting to be part of a family 
Difficulties with extended family  
Grandmother and aggression 
Finding a safe place 
Doubting safety at times  
Mother being emotionally 
unavailable  
Relying on grandparents for support 
Lacking daily supervision  
Isolation  
No one to care for me  
Uncle -  suicide 
As a child, not being aware of the 
issues  
5 to 10 years old: bit of a drift for me  
Lacking direction, structure and 
strong links to anyone  
Acting out 
Really bad teenager 
Emotionally unstable 
The move to new family was difficult 
Own family dynamics difficult 
Risk taking 
Not valuing self  
Neither parents involved much in 
my life  
New family and new boundaries - 
had to accept  
Lacking support from anyone  
Finding life hard to survive  
Trying to find myself: the ‘me’  
Public behaviours V private thoughts  
Reflecting on relationship with mum 
in intellectual terms not emotionally  
Trying to understand personal 
experiences within a professional 
framework to make sense of them 
and her  
Felt my mums sadness 
Difficult communications with mum 
continued 
Confusion. Wanting separation from 
mum but wanting to support her  
Conflict between new partner / 
husband and ill mother  
Questioning can I trust what my mum 
says 
Having to live with mother in my 
home: chaos 
Questioning am I a bit different from 
others  
Have to work at being integrated 
with others  
People pleaser, own needs come 
secondary  
On birth of child: wanted to move 
into the caring professions for work  
Anxiety for several years after birth 
of older child 
Lacking a parenting framework  
Had to read parenting books  
Finding every new stage of parenting 
a challenge 
Dealing with and understanding the 
child’s emotions difficult  
My own mother became unwell and 
more dependent on me when I had 
my first child  
Wanting to please my mum, so had 
children 
Wanting life to be different for my 
child, I was loved but I was 
secondary to their needs  
Need to check out my own parenting 
role and my relationship with the 
children  
Questioning am I doing ok  
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Confusion over free spirit of 
parenting 
Neglect of parenting role 
I relied on myself  
Built a sense of independency  
Believing I caused my mums terrible 
life 
Being willing to go without mum to 
free mum from a terrible life  
Sacrificing my own needs and myself  
Moving from mums care to fathers 
care  
Childhood parentification  
Mother emotionally dependent on 
me  
Seeing domestic violence  
Missing mum, feeling depressed  
Mum couldn’t see my needs  
My emotions were unseen  
Changed my own behaviours to avoid 
affecting my mums mood  
Parent dependency on me  
Moving into another family.  
Transition hard  
Being unsure how to fit into a normal 
family  
Moving into a new family, lost my 
sense of familial belonging  
Playing at being an adult  
Wanting to keep a distance with 
others, in work and family  
Actively have to express a bit more of 
me and my needs  
Greater understanding of others  
Loving relationship with children 
paramount  
Have to try not to be a slave to 
children’s emotions 
Children can be a bit boundary less 
with me  
Try to listen  
Difficulties ensuring consistency 
with children  
Too lax, too easy, I get frustrated 
then over react 
Had no internal model of parenting, 
had to consciously put one into place  
Rely on husband  
Want to provide stability and links 
with children  
Taking active measures to develop 
my parenting role  
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Expecting to be left at any time by my 
mum 
Being unsure whether I would be left 
Trying to make my mum feel better 
Feeling worried about my mums 
safety ie suicide  
Worrying about the parent, illness 
and the future  
Having to gain strength from worries  
To move forward  
Withdrawn during childhood  
One way communication - parent to 
child  
Questioning does anyone care  
Am I visible?  
Accepting your norm as the norm  
Unquestioning  
Still with my mum until I lost her  
Being disengaged from home, family 
and school 
Having no one  
Wanting to be with my dad  
Why does it have to like this?  
Do I matter? 
Not being able to say to mum I am 
feeling sad, have to accept her move 
overseas and go to live with my dad 
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Difficulties communication with 
mum, ill parent  
I want my mum but does she want 
me  
No one cares, responds to my 
distress  
Did have some support from 
grandparents  
Parents more like friends than 
parents  
A lack of presence from her parents  
I felt responsible for my mum  
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Annette    
Childhood Teenage Years Adulthood Own Parenting 
Ill parent wanting control 
Ill parent seeing failure in me - 
responding with determination  
Supporting and protecting siblings  
Gaining, expressions of courage  
We weren’t important  
I was one of many  
Dads absence were my happiest days  
His absence made his return more 
difficult  
Struggling to make sense of the 
parental relationship 
Asking why?  
My father had power over me. How 
can I be me 
Trying to establish myself, limiting 
his impact  
Father doesn’t know who I am  
Lack of communication with father  
My role supporting others in the 
family  
Difficulties understanding father  
Doing things we should…..to please 
him, father  
 
Having a purpose, avoiding the 
situation and associated cognitive 
processes 
Having to prove myself  
Having to gain respect for what I did, 
what about me? 
Escaping the situation helped  
Lacking any control  
Late teens: siblings connection too 
strong to leave home. Support for 
them most important  
Feeling responsible for others  
Feeling unsafe at home  
Sibling dependency on me  
Lack of interest from parents  
Being unseen  
Illness becomes the person  
Uncertainty  
Unsure of self  
Removing self for self-preservation V 
protecting others  
Sibling resentfulness at leaving home 
environment  
Struggling to contain my own 
emotions and anger  
Questioning, did I let my siblings 
down in childhood  
Positioning others opinion of me in a 
positive sense  
Seeking connections with others in 
work. Group sort of thing  
“it” refers to illness  
Feeling guilt  
Starting to talk to siblings about our 
childhood and parental illness  
I should……. 
It shouldn’t…….. 
Difficulties dealing with positive 
praise from others  
Don’t let me be noticed by others  
 
Son has illness: seeing the person not 
the illness refers to ‘it’  
Supporting and encouraging my 
children 
Wanting the best for my children  
Being unsure of who could help 
On going unhelpful memories of sons 
illness  
Wanting to protect the sons 
Giving sons self control, giving some 
control to the children  
Tried to make them stronger  
Warmth of family get together with 
sons now  
Accept my children  
Being with my own family is 
important to me now  
Warns grandchildren about 
behaviours which may increase 
possible illness in them 
Difficulties communicating with sons 
about the illness  
Need my own space away from the 
illness  
Being overwhelmed with the illness 
and relation to son  
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Taking control for myself, 
establishing myself  
Navigating the parental relationship, 
difficult  
Protecting others before me  
My needs being unanswered  
I had lost myself caring for my 
siblings  
It’s not our fault  
Finding ways to cope. Writing on the 
road  
Maintaining secrets of illness  
Talking about it was too hard until 
adulthood  
Trying to maintain a sense of 
normality outside the home  
Could never enjoy anything  
Being unable to please father  
Being unable to trust father  
Living with the fear of public ridicule 
from father  
Reflecting on childhood. No positive 
experiences being parented by a 
person with mental illness  
Living with fear of emergence of 
illness in other extended family 
members 
Having hope for the future  
Meeting other parents with children 
with illness 
Illness so secret  
Establishing boundaries to help cope 
Focus on own son  
Distress for son with illness 
Needed own support when son 
showing symptoms of illness  
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Peter    
Childhood Teenage Years Adulthood Own Parenting 
Positive childhood 
Loving mother. Sees human not 
illness during childhood  
High points but also very low points  
Used avoidance of home / ignorance 
to cope or deal with parents 
presentation  
Sudden change during mums 
nervous breakdown 
No information about mums illness 
Being protected by a lack of 
information 
About the dark things from his 
parents  
Noting something not quite right 
Feeling home tensions. Having fun 
elsewhere at friends home. 
Avoidance  
Having common interests with 
others helped 
Fishing  
Being unsure of what do to when 
mum upset 
Feeling uncomfortable  
Being unsure of what he should or 
wanted to do  
Seeing the impact of illness not the 
person. Hollow shell, beautiful 
person 
Hollow shell, dehumanisation; the 
person has gone  
Silence of illness  
Trying to gain explanations, 
everything is ok being the response 
Mum in hospital: fearful nothing will 
be the same again (views of recovery 
model of illness, is this lack of hope) 
Knowing something not right  
A loss of childhood innocence about 
mums illness when mum hospitalised  
Attention seeking. Trying to navigate 
support and need to find a focus  
Worry  
Support from friends in informal 
ways.ie fun, no discussions re parents 
illness. Not that kind of relationship 
Unspoken support  
My family: people living together, 
separately  
Needing a sense of community, 
belonging  
 
Discovering nature of mothers 
illness  
Reflects on own childhood. Tainted 
vision now of what seemed like a 
cool childhood   
Parental suicide  
A life defining moment  
Recognising parental choice  
Being conscious to aim for success 
Making a parent proud using 
education (proud of me as a person 
or role , job I have) 
Being careful with disclosure of 
parental mental illness. Keeping it 
private 
Friends being supportive. Forming a 
bond, belonging  
Worrying about own life 
developments and possible impact 
on mother with illness  
Concept of illness: seeing illness as 
social wrongs or social wrongs as 
illness 
Experiencing parental attempted 
suicide, father. His death would have 
meant closure to our distress. 
Seeking resolutions  
Wanting to spend time with my own 
family. Worrying about excessive 
time away  
Ensuring parental / child bonding  
Normalising time away as other 
parents would  
Have an example of the parent I 
don’t want to be and how not to 
parent. Use this as my parenting 
framework  
Loyalty to my own family  
Provider for them  
Worries about possibly being a 
father like his own 
Wants common interests with his 
own children  
Fears of making the same mistakes 
as my own father  
Fear / uncertainties of interpersonal 
physical contact with daughter, not 
with son  
Questioning can I trust myself  
Self-doubt  
Defining myself as a father, how I 
don’t want to be 
Big fear of my own possible suicide 
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Becoming aware, sensing 
unhappiness 
The silence in the family of illness  
Few visitors to home due to illness 
Embarrassment and not wanting to 
acknowledge illness 
Harder for my brother. Older brother 
carried more burden 
I was more protected by my brother  
Taking advantage of mother’s 
absence. i.e: use of car.  
Not seeing the parent  
Guilt and trying to find internal peace 
Seeing mum in acute illness: a loss of 
functioning and loss of human 
integrity 
Anger 
Lack of loyalty from father bugger 
impact then mums death by suicide  
I have to rely on myself  
Using my life experiences to help 
others. 
Establishing myself via helping 
others  
Finding it difficult to disclose to 
others  
Wanting a sense of belonging to 
others. ie, suicide of mum and 
wedding day feel the same  
Thoughts of tragedies may generate 
belonging to others  
Wanting or needing to be wanted by 
others  
Questioning, am I different, being 
unsure of self  
Being unable to recognise, articulate 
own need for belonging / closeness 
to others 
Do I trust myself? Can I be relied on 
by others? Am I worthy of that?  
Not wanting my children to go 
through what I did  
How can I protect my own children. 
Fear of them developing the illness  
Worries about how to teach 
resilience to children  
Worrying about possible negative 
events happening to the children  
Anxiety  
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Elizabeth    
Childhood Teenage Years Adulthood Own Parenting 
Illness symptoms were invisible to 
her as a child  
Left alone 
Limited attention from parents 
during childhood  
Parents socially isolated  
Parent attempting to make illness 
invisible  
Freedom, carefree children  
Enjoying a happy childhood 
5-10 years old. Trying to help ill 
parent 
Making own behavioural changes 
unconsciously  
Mother didn’t want me with her “can 
you leave me now” 
Children taking time to care for 
mother  
Being cared for by older sister in the 
main 
Feeling cared for 
Limited time with dad, due to 
working commitments  
Enjoying parental time with dad 
when it happened 
Mum in bed a lot. Limited family 
Caring about oneself as a teenager 
Limited realisation of illness as 
teenager 
Never questioning parents need for 
medication. Impact not significant to 
impact on child  
Limited family time together 
All affected by living with the illness 
as children, in different ways 
Fear of possible genetic component 
to the illness  
My mother doesn’t really want me. 
Being unsure of mothers emotions 
for her 
Lack of tolerance for mother. Pull 
yourself together 
Finding mothers behaviours strange. 
Unable to make sense of  
Responsibility / role in, for mothers 
hospital admission  
Siblings disengaging with mother 
during illness. Unable to cope 
Efforts to explain the illness, reasons 
why?  
Identifying possible illness, 
difference in other family members: 
different to her as adult child  
Worries about possible emergence of 
illness in herself. Self-talk, 
reassurances help her  
Reflects back whether she may be 
responsible for illness in parent 
during childhood  
 
Worries about possible illness 
emergence in children  
That they may crack / worries they 
may hurt themselves  
Seeking life progress, change, 
development for own children  
Own social issues for adult child. 
Would be involved in social events 
when children in primary. Now not 
as children older 
Own family felt neglected during care 
for mum in acute stage of illness and 
in hospital  
Own family unit: husband has 
depression. Kids don’t particularly 
like husband. Stays in his bed a lot. 
Socially excluded from family in the 
main  
I enjoy being cared for by the 
children and having interpersonal 
closeness with them. ie. Bed tucking 
in 
Caring for emotional needs of own 
children  
Believes I parented really well  
Being involved with children’s daily 
lives  
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engagement by mother  
Dad finding the illness hard to 
disclose to others  
No information about illness  
Parental absence during important 
children milestones. Child finding it 
difficult to discuss with other family 
members  
Limited extended family support for 
ill parent  
Long term close relationship with 
siblings 
Mum limited social contact to protect 
mental health status. Trying to keep 
illness invisible. Worried others may 
cotton on 
Own social issues, difficulties, 
awkward, limited engagement  
I should have done more to help 
parent: should have seen. Feel like I 
am an awful daughter  
Living with the mother’s illness in 
daily context  
Trying to minimise symptoms in 
mother  
Conflict of own emotional response 
to mothers illness: sympathy, feel 
sorry, all too much, guilt, don’t want 
to think about it  
Acute stage: emotionally exhausting 
with caring role for mum  
Wanting parent to take self-
responsibility for recovery  
Seeking to avoid contact with ill 
parent: just making it worse to 
pander to her  
Over burden on particular individual 
in family. Caring role not shared by 
all 
Seeing no end to the illness, never 
going to go away  
 
 
Enjoying family time  
Sought reassurances of own family 
dynamics by looking at other peoples 
families  
Fostered calm family relationships  
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Don’t tell anyone about illness in 
parent. Actively private issue  
Needing support myself in caring 
role for mum  
Couldn’t leave mum at detrimental 
impact on own children and husband 
unit  
Feeling overwhelmed with caring for 
mum in acute stage 
Questioning am I different from 
others  
Aiming for perfection with 
housework  
Worrying about mum and possible 
self-harm, suicide  
Trying to understand parents 
experiences  
Feeling a bit different to others. Hard 
to explain what and how  
Measuring self-worth by 
employment status  
Low self-esteem, “people look at my 
job and say you’re not that special”  
I’m boring, I’m daggy  
Not the same merits as others  
Diligence to own emotional range. 
Self-talk  
Do I have a right to own my own 
experiences, story and 
interpretations  
Looking for reason, cause of illness in 
mum: trying to make sense  
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Sarah    
Childhood Teenage Years Adulthood Own Parenting 
Knowing no difference until key 
things happen 
Own normal is normal to you  
Taking our situation for granted  
Don’t think too much of it 
Acknowledging social stigmas of 
illness “not right to say mum was in a 
Mental health facility” 
Maintaining the secrets of mental 
illness  
Recognising familial difference and 
abnormality  
The magic of being cared for  
Identifying what parental illness 
meant for us in daily lives  
Child parentification  
Wanting life to be different  
Needing to protect my dad  
Me taking responsibility  
Wishing professionals would take 
responsibility  
Finding communications about the 
parent difficult  
Need for family support in treatment 
plans  
Attempting to maintain self  
A parents loss of humanity  
Growing psychologically and 
emotionally distance from the parent  
Family isolation  
Wanting to have adults, others to 
aspire to  
Needing social / gender guidance  
Seeking a sense of belonging  
Sensing difference 
Needing a human / social foundation 
to copy from  
Soul searching  
Establishing belonging  
Starting to see other kinds of 
difference (travelling)  
Seeking physical separation / 
distance like a normal teenager  
 
Conceptualising the parent has 
illness 
Place the responsibility of the illness 
on the person  
Mother as neglectful and selfish  
Community living with the illness is 
difficult  
Trying to fit emotions to social 
expectations  
Being unsure of emotional response 
about illness, need to check out  
Cross over between professional and 
personal experiences  
Loss of tolerance for parent  
Parental invisibility increases  
Reaching an end positioning: parent 
dehumanisation and emotional 
separation  
My life must go on I have given too 
much already  
I can give no more of me  
Sense of a changing parent, person as 
illness progresses  
Changing course of the parental / 
child relationship  
I can take no more  
Want to protect my own child  
Exposure to mental illness / 
hospitals may be detrimental  
Independence is key  
Sharing of experiences for parent 
and child  
Seeing the goodness in my child  
Not a prefect parent  
Practical standards of parenting  
Blurring of professional and 
parenting boundaries  
Role of parent is to offer 
opportunities  
I am not smart enough for his 
homework (views of self)  
Offering love and kindness  
Level of child confidence is a 
measure of successful parenting  
Looking for and seeing the childs 
emotional being and changes  
Try to be strict with him, he just 
manipulated us when he does 
something cute  
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Children being ignored by health 
professionals  
Feeling unable to trust the adult 
Feeling distressed  
Wanting happiness for mum  
Wanting to take the distress of illness 
from the parent to us  
Hospital admissions became our 
normal  
Being overwhelmed by others care 
for us  
Being unprepared for parentification  
Wanting to make her happy  
Siblings supporting each other  
Siblings acknowledging each others 
experiences  
Someone needs to facilitate the 
becoming of an invisible child  
Childhood isolation  
Younger siblings have someone to 
follow: A fellow traveller  
Family separation 
Family conflict  
Sense of the relationship: love 
changing to dislike  
Changing / differing dimensions of 
love  
Feeling unable to relive the journey  
Needing space from the experiences  
Reflecting the mother didn’t take 
responsibility for her own illness  
Chosen profession offering belonging  
Need to belong starts to reduce : “the 
becoming of me”  
Being alone: learning my way from 
my mistakes  
Battle on. Need to actively work to 
move forward. Using my own 
internal resources  
Don’t want the memories of my 
experiences of parental mental 
illness. Reason for separation   
Wanting to have some understanding 
of mental illness  
Angry 
Intolerance of people with illness 
Role of personal responsibility in 
illness  
Enjoying husbands strong family 
structure  
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Jenny    
Childhood Teenage Years Adulthood Own Parenting 
Being confused, things not making 
sense as consequence of symptoms 
of parents mental illness  
Being seen as an emotional support 
for her Mum  
Isolation  
No one to share things with  
Public V private face and life  
Practical parentification  
Experiencing the symptoms of 
mental illness in daily life  
No disclosure to others 
Wanting to avoid others judging her  
Mother offering her mum protection  
Having the role of the peace maker  
Difficult relationship with father 
Becoming a mother to my brother  
Wanting to be a kid but having adult 
responsibility  
Protecting my brother 
Reduced friends at home  
At 15 started questioning myself / 
own issues started  
Using TV characters as a role model  
Led to questioning of self  
Sharing with a professional lifted the 
cloud off me  
Always a battle to leave but wanted 
to stay  
Conflicting emotions about family 
life and home. A private battle  
Distraction from my own 
development  
My role to protect my brother  
I took the bullet for him  
Pretending things happening at 
home not there. i.e: illness  
Wanting happiness  
Physical distance from home with 
friends  
Pretending make believe  
Showing I was tough, don’t mess 
with me.  
Angry  
Hiding the real emotions  
 
Trying to seek a reason, cause for 
parents mental illness  
Wanting and needing a life focus 
Trying to make sense using self-help 
books to change the way I think and 
feel  
The internal battle continues  
Noticing - I needed to start to value 
myself  
Concept of needing others to make 
something of myself   
Taking comfort from being looked 
after by others  
Professional V home conflict. 
Findings things in work similar to 
home difficult to handle. Being 
mentally unprepared  
Needing to physically remove self 
from home and mother  
Greater understanding of mum and 
illness 
Dehumanisation  
Being involved in the family  
Dynamics. Trying to educate dad 
about the illness  
She (mum) doesn’t listen to me  
My son is not like me 
Reduced self-esteem and image  
Wanting something different for my 
son  
Wanting communications with my 
son  
Establishing my own worth in 
pregnancy 
Using my son as a guide for myself  
Finding parent, child bond difficult. 
having to work at it  
Angry  
Early parenting: use of self-help 
books to guide parenting role  
Today: being available for my son  
Emotional isolation on birth of son  
Finding common ground and things 
to do with my son helped us to bond  
Home mum with the baby: felt I had 
no goals, no focus  
Needing the son, parent relationship 
on my terms : wanting control 
Comparing myself to my son. He has 
done well, I am a failure  
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Having contact with a professional 
and lack of judgments helped 
Using TV as an escape mechanism  
Using TV to develop the ‘me’  
Feeling confused about me 
Using books to establish reality  
Trying to find a place where I fitted  
Finding the courage to share. 
Releasing the lid off the pressure 
cooker 
Needing to find myself 
Being a false self before  
Public v private person. Like a double  
Didn’t have anyone to rely on. Had to 
build myself up  
Seeing self as broken  
Wanting independence  
Not wanting to trust others. Unable 
to trust  
Want to restart my life again  
Want to fix my life  
In relationship with partner: 
questioning did he want me for me as 
a person  
Future relationships: I am having the 
control 
Feeling scared about mental health 
issues: seeing stories on TV.  
Had to learn about schizophrenia  
Push mum away when she displays 
symptoms of illness  
Finding mums side effects of 
medication, sedation difficult  
Not trusting self to make decision for 
relationships in future  
I don’t value myself 
Self-reflection difficult: need to 
escape or avoid my thoughts  
Positive of parental mental illness: 
my son takes personal responsibility  
Only having emotional space for one 
child  
Having a child is like a business 
contract  
Cognitive as opposed to emotional 
connection  
Instilling education is critical “so you 
can become somebody”  
Public v private face when parenting  
Pretending for the public happy with 
my baby  
Need different ways to talk to adult 
children about parenting other than 
direct questioning  
When new to parenting, finding 
communications of emotions difficult  
Cognitive response to parenting not 
emotional  
Worrying about son and possible 
mental illness   
Warned my son already about line of 
schizophrenia  
Goal of parenting: education 
philosophy. Education makes things 
right 
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Relationships and time with others 
must have structure and purpose  
Human connections difficult  
With mum: feeling of I can’t cope. 
Feeling overwhelmed  
Using self-help books to help with 
feeling I am a nobody  
Feeling pain inside 
Own suicide thoughts 
Not knowing self, absorbing others  
Needing communications to heal self  
Then I changed myself  
Not wanting to be around mum, 
avoiding her, ignoring her 
Dehumanisation  
Who am I  
Don’t know myself  
Moving to acceptance of ill parent 
Ready to stop running from my 
parents 
Trying to fix myself. I am broken  
Feel ongoing tensions inside self  
Having self-control 
Really hard to balance fantasy and 
reality when you are living it every 
day at home  
Almost like a doormat  
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David    
Childhood Teenage Years Adulthood Own Parenting 
Things I never understood 
Unable to make sense of  
Identifies sudden parental absence 
Dad disappears  
I was left behind 
How do others acknowledge my 
worth as a person  
Parental absence 
Being left again by dad  
Secrets of mental illness  
Never had the words  
Valuing the parental relationship  
Seeking perfection in school work  
Relatively strong sibling relationship  
I couldn’t let my friend into the 
house 
My mum was shouting  
Increased social isolation due to 
illness 
Living with extended family  
Leaving the family home for a while 
Seeing beyond the hospital. Wanting 
to see the person  
 
Family conflict  
Using friendships to avoid being at 
home  
Making the most of what we could  
Finding a life elsewhere 
Incalculable damage to those around 
her 
Conceptualising illness symptoms as 
the person  
Growing older: concept of 
experiences begins to change  
Space away with friends in their 
homes helped  
Having information about the illness 
critical 
Need someone to help you 
conceptualise the information  
Lack of hope for recovery of mum. 
Never going to get better  
Other parent denying illness. 
Therefore having to make sense of it 
by self   
Becoming conscious of the legacy you 
have inherited.  
Teenager, developing sense of your 
own path  
Talks of limited memory  
Conceptualises mental illness in the 
extended family.  
Looking for evidence to confirm 
diagnosis or symptoms  
Brother committed suicide  
Coped by not paying too much 
attention  
Reflects back as ‘we’ not ‘I’. Does this 
make a difference of not being alone  
Reflecting back: respecting my own 
parents and being parented  
Trying to make sense using hospital 
notes  
Worrying how others would have 
made sense of the situation also  
Reflects on mental illness as a bullet  
Selective attention to experiences 
helped. Used it to help survive 
Extremely angry young man  
Felt unloved and uncared for by my 
parents  
Hearing I love you the first time from 
parents in adulthood  
 
Found it difficult to tell my story to 
Worrying about illness in me and 
children  
Mental illness: bullet  
Wanted to face the illness head on 
and go ahead to have children  
Communicating with children critical  
Actively developing resilience in 
children  
Wanting his children to understand 
my mother  
I have had an impact on my children  
I came with complexities as a parent  
I have tried my best  
As a parent social integration for 
children important  
My children have not been marked 
by my history, making reference to 
evidence of mental illness in them.  
Worrying about potential illness in 
his children  
I could have empowered my children 
with the potential for illness in an 
irresponsible way  
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Becoming accustomed to mums 
moods  
Being unable to trust the ill parent  
The illness becomes the person  
Seeing the positives of my own 
childhood  
Secrets of mental illness  
Know no difference during childhood 
therefore more accepting  
Ignorance may have helped during 
childhood  
Emotionally difficult: high anxiety for 
me  
No one took any responsibility to 
note any changes in me going from a 
top grade student  
Having common interests with 
others helped ie. Sports  
Finding time and space to be 
accepted outside of the family home  
Support from basketball coaches 
helped  
Parents were consumed by their 
own interests  
Living in chaos and unreliability  
others, tended to have a limited 
audience  
Keeping my own low mood actively 
hidden from others  
People are uncomfortable with 
mental illness  
Belief that people are frightened of 
mental illness  
Worried about the stigmas and 
impact of talking about mental illness 
in the working environment  
Finding it difficult to be the house 
host and welcome people into the 
home  
During interview: doubting my own 
story and interpretations 
Lack of extended family support  
Feeling resentment to my mother  
Mum hadn’t lived up to my 
expectations  
Very determined to understand the 
darkness of my childhood 
Actively working towards avoiding 
the illness  
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Maureen    
Childhood Teenage Years Adulthood Own Parenting 
Lack of expressed emotions from 
parent  
Mum couldn’t show love to us  
Practical parentification  
Questioning did mum want to be 
with us 
She didn’t want me  
Caring role for younger sibling  
My dad left us too for work  
Friends noting difference in parents 
‘strange’  
Mum always being sick  
Bonding with extended family 
members  
I loved her and she loved me. 
Grandmother  
High importance of a loving 
relationship  
6 months with grandmother gave me 
strength and an understanding of 
love  
Being left by parents  
They left me  
Feeling the need to leave home. 
Emotional separation  
Relationship with father being 
threatened by mums emotions  
Being aware that others thought my 
mum to be strange  
Identifying difference  
She cried at me. (Mother)  
Started having goals at 12, as a way 
of getting out of the situation  
 
Seeing the parents role in their own 
illness 
Mum had active role in the situation  
Resentfulness of mother  
Trying to explain the cause, reasons 
for illness  
Emotional disengagement from 
mother  
Lack of information re mother from 
father  
Lack of disclosure of illness from 
father seen as protection of mother  
Own emotional expression to mother 
is difficult  
Seeing mother as not normal  
Feeling emotionally confused. Long 
term into adulthood  
Daily trauma with mum  
My mother has control 
Mother manipulates people  
Conflict with feelings and social 
expectations  
Angry 
Active decision not to allow parent to 
impact on her life in adulthood  
Seeing the goodness and beauty in 
children 
Has illness, depression. She’s 
hopeless  
Friend to her children. Rather than 
disciplinarian 
Wants success, happiness, 
community role for children  
Love them desperately as paramount   
Frightened for daughter and possible 
future mental illness :see doom as far 
as her health is concerned  
Understanding  
Facilitating them to do their best  
Actively avoiding parenting like her 
mother  
Avoids what’s happening at home 
with daughter and illness by projects  
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Want my mum to take self- 
responsibility  
She has less conflict with my 
brothers  
Limited communications with mum 
about treatments  
Need to rely on others for 
information 
Family excluded from treatment 
plans  
Unable to connect. Lack of emotional 
warmth  
Putting up a brick wall  
Restraining own emotional feeling as 
a way of coping  
Needing to protect self. Avoidance 
Wanting to see the happy things  
Giving of positive emotions to others  
Dehumanisation of mother  
Difficulties communicating with 
father about mothers illness 
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Margaret    
Childhood Teenage Years Adulthood Own Parenting 
Experiencing the daily life of 
symptoms of mental illness 
Limited parental contact. Dad 
working, mum unwell  
Practical parentification  
Seeing the difference in mum to 
others  
We didn’t miss out on a lot  
Parent emotionally absent: 
emotional needs unmet  
Lack of support from mother  
Being alone. No one to help us  
Gaining internal strength from other 
parent  
Comparing ill parent to others  
Other family members maintaining 
humanity for the person in the eyes 
of the children  
Giving of self to ill parent knowing of 
no return 
Confusion between illness symptoms 
or facts  
Wanting to continue her humanity 
Unpredictability, impact on own 
social development  
Seeing my role to look  after mum 
Starting to seek answers  
Supporting mother  
Looking after mother  
Having to stand up to her  
Told her to stop. To control 
symptoms of illness. Is this 
dehumanisation or intolerance to 
illness  
Talks of accepting mum  
Family members wanting the person 
to be seen not the illness  
Seeing the side effects of 
medications. Mum was like a zombie  
We were brought up to help mum  
What about my personhood  
Holding positively for the future  
Keeping mum protected with secrecy 
of the illness  
Starting to make sense of mum and 
situation. ie. recognising jealously 
but is it the correct sense  
Keeping thoughts surface level. Using 
avoidance of thoughts as coping 
when things didn’t. Couldn’t make 
sense of 
 
Seeing the opportunities mother 
missed out on  
Searching for a meaning,  
Seeing my mum’s private v public 
face. Seeing her hide the illness.  
Secrets of mum’s mental illness   
Acknowledging the illness to others 
would be like putting mum down, 
being disrespectful to her. Would be 
seeing her as less of a person.  
Had to tolerate the illness and the 
effects on mum  
Finding the memories too 
emotionally challenging  
Mums negative, worried response to 
daily experiences would impact on 
my confidence  
Mums response reduced some of my 
nature life development 
Encouragement V mostly 
disencouragement, therefore had to 
use extra energy to fight against this   
Living with mums negatively. Have to 
fight it. Lived past it 
 
My daughters wouldn’t love my mum 
if they had seen what I have  
Worrying about intergenerational 
risks of illness  
Warning others of the illness 
potential  
Own parenting role makes you 
reflect back on your own parenting 
experiences  
Want to support and protect and 
encourage my own children  
Keeping mums illness hidden from 
my children.  
Wanting my children to see mum not 
the illness  
Wanting my children to achieve  
Allow children to follow their desires  
Learning to parent myself: using 
books and TV programmes on 
parenting  
Feel unsure in my parenting, lacking 
confidence  
Missing a parental role model 
 Lacking guidance in my own 
parenting role  
Get feedback from my children  
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from 4 years old 
Seeing the symptoms of mental 
illness in daily life  
Our family is a bit different from 
others  
Neighbour showing care 
Small things show support and love  
Behaving like the well parent to 
avoid the illness coming to you 
Had to be independent  
Build internal strength  
Finding suitable role models  
Trying to find ways to protect mum 
Changing our lives in many ways to 
protect Mum 
Mum always in competition with me 
Can she be trusted 
I am a threat to my mum 
Questioning Who am I? 
What’s my role? How do I fit into the 
world 
Can my mother be trusted with my 
emotions 
Dad trying to maintain my emotional 
integrity 
My role was to care for my mum? 
What about me?  
Making excuses or stories up to 
friends to hide mums illness  
Dad would protect me. Enough is 
Feeling powerless to change 
anything with the situation  
Having to question self: are these 
things fact or fiction  
Using dad as a point of reference for 
reality  
Wanting answers. Being given none 
by father about mum  
Using other methods to get answers. 
Training on mental health in 
professional context. Other doctors 
not involved in the care  
Do my best to support them  
Using faith and spirituality to help 
my parenting emotions  
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enough 
Hospitalisation, a defining moment 
in mum’s illness 
Having to grow up 
As kids, accepting of the situation  
Wanted parental encouragement, but 
didn’t get any  
Impatience with mum about 
symptoms  
Community respect for mum was 
helpful  
Hyper-vigilant to symptoms 
Mum trying to keep illness secret 
from children  
Stating low iron issues not mental 
illness  
Being given false information from 
mum, is she trustworthy  
Probably a happy life 
Not reaching my potential  
I felt unsupported during my 
childhood  
We put mum’s needs before our 
needs  
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Maria    
Childhood Teenage Years Adulthood Own Parenting 
Difficult times during childhood 
Mum not being there for us  
Noting the difference with other 
mums 
Sensing that you are missing out on 
something  
Growing stronger as a result of my 
experiences  
Seeing the symptoms of mental 
illness in daily life 
A lack of nurturing  
A happy childhood  
Sense of belonging to my brothers 
and father  
My mum couldn’t be responsible 
Seeing the person before the illness  
Feeling sadness and hurt  
Escaping to a friend’s house  
Mum trying to hide her experiences  
Having to grow up quickly  
Practical parentification  
Sibling support. Positive element to 
our life  
Finding things difficult to understand  
Not wanting to be at home 
Emotional expressions increase. 
Stroppy and cranky  
Other people seeing strangeness in 
mum. How to explain to others  
Feeling scared  
angry 
Just ignore her 
Not even listening to her  
Feeling detached from family and 
society 
Feeling excluded  
Understanding others 
Greater acceptance of others and 
difference  
Not trusting a man totally  
Don’t give everything of yourself  
Re-establishing extended family ties 
brings difficult memories  
Lifelong learning about mums illness 
Having no control over treatment 
plans and assessments 
Needing space from the subject in 
professional role. Needed to change 
professional plans  
Mum was strong when I needed her 
in adulthood  
Dealing with parental suicide, self-
harm attempts  
Feeling the pressure to care for mum 
and maintain her safety loses a bit of 
myself  
Siblings: creating distance. Splitting 
up and limited contact 
Limit contact with mum as a way of 
coping  
Trying to treat her like I would like to 
be treated  
Wanting to be available for my own 
son  
Wanting to listen emotionally  
Want to guide him morally  
Installing confidence in him  
Want to show him how to care for 
others with illness  
Want him to develop understanding 
of others  
Wanting fun for him  
Want to give him so much love  
Emotions of son very important  
Do watch him for emotions  
Worrying about mental illness in my 
son  
Loving the role of a parent  
Confident  
Only having one child to ensure 
parent / child emotional attachment 
Seeing the positives of parenting  
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Keeping things private  
Limited disclosure of mum’s mental 
illness  
Having a public and private face  
Loss of extended family ties  
Wanting a normal mum  
Trying to protect my mum 
Her needs before mine (mums)  
Wanting my mum’s support  
Others / friends had support. I did 
not 
Taking responsibly for parent’s 
relationship 
Acting as a mediator   
I wish I had family closeness  
Feeling alone, sad, jealous  
Feeling ashamed of mum  
Using avoidance to cope 
Pushing things to one side 
Purposefully avoids self –reflection: 
Too difficult  
Knowing something wrong, but not 
questioning further  
Seeing mum as sick lady not as mum  
Needed space to express myself  
Feeling too shameful to talk to others 
about parents mental illness  
Family violence, parental  
 
Being unable to trust my mum  
Wanting to limit painful memories  
Wanting to move forwards  
Using ignorance for my own 
protection of my own emotional 
being  
Seeing education as a critical role for 
change  
Not my mums fault, person has no 
responsibility in role of the illness  
Learn to adapt to different situations  
Trying to match emotions to the 
actual situation. Not sure of actual 
own emotions  
Not sure what I should be feeling  
Learning to recognise and express 
my own emotions  
I am quite resilient 
Something continued to niggle away 
at me for some years  
Had been blaming mum. Learning 
not right to blame mum. Started to 
ignore her 
Feeling lighter having shared my 
story today with you. Helping me to 
reflect  
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Being confused. Questioning of 
mum’s self-harm  
Can I trust her  
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Sue    
Childhood Teenage Years Adulthood Own Parenting 
Being treated very poorly by parent  
Dealing with unpredictability 
Never knowing what mood she 
would be in 
Never felt like I could trust my mum 
Feeling very lonely and unloved  
Unable to find self-peace  
Feeling threatened and unsafe  
Feeling emotionally unsafe  
Finding mothers emotional states 
confusing  
Mother verbally abusive 
Feeling emotionally battered daily by 
her  
Psychologically and physically 
removing self for self-protection  
Dealing with conflict “total monster”  
Dad never believed us  
He never understood the intensity of 
the experience  
Being unheard as children  
Can we trust dad  
Who supports us  
Horrible just dramatically horrible  
 Finding it hard to get words for my 
story, experiences  
Searching for reasons, explanations 
for the cause of illness  
Being unable to explain things 
Feeling afraid of unknown things  
Needing to create a physical distance.  
Moved 10,000 miles away  
Sibling: finding childhood memories 
difficult “heavy anchor” therefore 
limit contact with sibling  
Never stop searching for meaning 
about my experiences  
Church as a support 
Finding God gave me support  
Feeling a need to rescue other 
children  
No one rescued me 
Super sensitive to children’s needs  
Beginning to move forward for 
myself at the start of my own 
parenting experiences  
Wanting to reinvent myself at start of 
parenting journey 
Something that connected me to 
others. Finding some connections to 
others  
Early parenting: felt alone and scared  
Being loving , respectful, open and 
developing trust  
Listen  
Showing interest. Finding 
communities with my children  
Parenting has helped me find my 
own value  
Using an opposite approach to 
parenting to the one I had  
Wanting to be the best parent I could  
Self teaching about parenting  
Emotional development of children 
important  
212 
Sense of rejection  
Socially difficult  
I didn’t trust anyone  
Sibling support  
No one to talk to, no one to tell about 
your experiences  
Findings ways of release, using 
typewriter to note all the names my 
mother called me  
Feeling over powered 
Having no control  
Not attached to anybody  
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Edward    
Childhood Teenage Years Adulthood Own Parenting 
What’s reality? 
Confusion  
Lost  
Lack of support  
Nutcase, different  
Reduced confidence  
Lonely  
Family of school friends supported 
me  
I knew she loved me  
No positives  
No support for my own education : 
difficult  
Escaped it / get out of the house  
She was angry 
Yelling , shouting  
Being surrounded by it  
Things not right  
So it went back to normal 
Foster family: caring  
Lack of direction, I just went with the 
flow  
Things becoming abnormal  
Gaining more control in my 20s 
Teenage years, hardest, fed up living 
like this. Stopped being lost. Own 
direction  
16 years old: started to put the 
pieces together 
Clarify with diagnosis: gave more 
understanding rather than just being 
a nightmare 
Diagnosis: I can put this to bed, I 
know what I am fighting with  
Stopped being lost. Own direction  
I’ve been through so much for so long  
Our relationship has become more 
normal and just more compassionate  
Growing up was hard, the older I got 
the easier it got 
Growing stronger, being broken  
When I took things into my own 
hands to actually cut back her 
medications  
I sort of ran my own life for most of 
my life  
I don’t know how I got through life  
For years, I have been more the 
parent than the child  
Being a go between with new 
partner and mother with illness  
Freshen up old scars, it opened up 
the wounds  
Faith helps  
It did tear us apart there for a while  
Doctors don’t understand. One 
comment can destroy so much work 
and really upset so many lives  
Wife being removed from the 
situation as a form of coping  
Parenting: struggle now and again  
Parenting: takes guidance from wife  
Have to think more about parenting 
than others  
Parenting: I still probably stuff up 
half of the time  
Parenting: I always make sure that 
they know I love them 
Parenting: if it was probably up to 
me alone, they would be in trouble.  
My wife is the mother, I am not 
helping her be the mother now.  
A lot easier now, because I make 
mistakes  
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In limbo  
I wasn’t in control  
Not really a parent to me  
Little taunts hurt a lot more 
emotionally  
Wanted to remove myself  
Get rid of the situation  
Trying to control her a little  
Powerless to stop  
Unpredictable  
Had faith in myself  
Catholic brothers sort of watched out 
for me a bit  
Never really spoken about at school, 
needed separation : so I wasn’t living 
that nightmare 24 hours a day 
Family of friends: if I wasn’t accepted 
by them, I wouldn’t have had that bit 
of normality  
Very very well known for her antics  
I sort of brought myself up  
Rarely got positive reinforcement 
when I was young  
St Vinnies and Christmas hamper just 
such a small thing at Christmas, but 
meant a lot to me 
They both challenge me in different 
ways: learning to deal with it  
Things are evolving  
I’m very very strict, something I 
never had 
Give them better guidelines  
You can do whatever you want to do 
You are smart, you are this, just give 
them positive  
More focus on the family concept of 
mental illness  
Parenting a struggle  
Clean up the scars from childhood, 
the better person they will be, 
hopefully, parent they will be  
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Kate    
Childhood Teenage Years Adulthood Own Parenting 
Not knowing father: Different from 
peers 
Always hopeful: often disappointed 
Unpredictable  
Role for siblings 
Not her fault  
People pleaser “not really me” 
Being scared, confused, guilty, 
humiliating  
It’s my fault 
High standards : “ becoming crushed” 
“not good enough” 
“took a lot of joy from my childhood” 
Practical things in the home 
Responsibility for the parent who is 
ill 
Staying with extended family: 
strangers  
Anxiety 
Ashamed 
Humiliated  
Knowing right from wrong 
Confrontation: uncomfortable  
 
Continuing role of mothering. He 
hates it 
Siblings coping differently: separate 
ways  
Starting to read, fact find  
So far removed from her: big spilt 
between us  
Teenage years hard 
Church for coping  
Just wanting to belong  
Time to review  
I did look after her  
Forgiveness helped release the 
heaviness sitting inside of me  
Isolated from sibling: sad and lonely 
Difficulty external family relations  
Perfectionist parent 
Wanting to connect with my children 
Wanting to be a mother 
I’m at fault for my children 
Feeling unsure 
Process not product 
They are everything to me 
Seeing beauty in my children 
Finding my feet 
Me trying to let go to enjoy the 
process  
Worrying is it too late  
Guilt  
A very conscious parenting  
As the children get older: my 
confidence reducing 
Normalising to other parents : “same 
as everyone”  
I question myself  
Relying on husband  
I missed having a mum 
I didn’t have boundaries but my 
children should: “to make them feel 
safe”  
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Disappointment in others : critical  
Not good enough  
Chronically low self esteem  
useless 
Support from extended family: 
boosting self esteem 
Taking steps to feel better 
Not in a normal home: what’s a 
normal home  
Extended family: conflict about the 
care of them as children  
Not wanting to leave her but not 
wanting to be with her  
Faith and Gods protection  
Forgive her 
Removing myself as much as 
possible: protection  
Perfect all the time: stamp out my 
faults  
Spilt personality: contrasting 
emotions  
She was loving and I was loved  
Shame if she wasn’t ill, “illness in the 
way of a wonderful mother” 
Being parented with freedom  
She had no right to tell me how to 
parent : I had to allow it but it was 
hard  
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Appendix 9: Support/Counselling Contact List for Participants 
 
Life line Counselling (telephone) 13 11 14 
 
Salvation Army care line: 1300 363 622 (24 hours) 
 
Men’s Line: 1300 789978 (24 hours) 
 
Salvation Army for crisis counselling: 02 8736 3295 (24 hours) 
 
Information Sources 
 
Beyond Blue: information line: 1300 22 4636  
 
Black Dog Institute: (02) 9382 4523 
 
Any GP can refer a person for assistance by using the Mental Health Care Plan  
 
